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PROCEEDINGS OF THE COUNCIL 


ANNUAL MEETING, JUNE 11, 1929 


HE annual meeting of the Council was held 
in the Ballroom of The Copley Plaza Hotel, 
Boston, June 11, 1929 at 12:15 o’clock, noon. 
The President, Dr. John M. Birnie, of Spring- 
field was in the Chair, and the following 137 


Councilors were present: 


BARNSTABLE E. A. Knowlton 
W. D. Kinney S. A. Mahoney 
G. L. Steele 
BERKSHIRE 
Henry Colt HAMPSHIRE 
P. J. Sullivan F. E. O’Brien 
A. J. Bonneville 
BrIsTOL J. G. Hanson 
W. H Allen F. H. Smith 
A. R. Crandell L. O. Whitman 
F. A. Hubbard 
J. L. Murphy MIDDLESEX EAST 
D. T. Buzzell 
BrisToL SoutTH C. E. Montague 
J. A. Barré F. L. Smalley 
R. B. Butler R. R. Stratton 
E. F. Cody 
E. F. Curry MIDDLESEX NorTH 
I. N. Tilden J. A. Gage 
Russell Wood J. H. Lambert 
J. E. Lamoureaux 
Essex NortTn 
R. L. Toppan MIDDLESEX SouTH 


J. F. Burnham 


Fresenius Van Niiys 


H. F. Dearborn C. F. Atwood 
A. P. George C. F. K. Bean 
T. R. Healy Conrad Bell 
F. W. Snow E. H. Bigelow 
F. S. Smith W. H. Crosby 
L. T. Stokes D. F. Cummings 
F. G. Curtis 
Essex SoutH C. B. Fuller 
J. A. Bedard C. E. Harriman 
Cc. L. Curtis Josephine D. Kable 
J. F. Donaldson H. J. Keaney 
E. B. Hallett Edward Mellus 
W. T. Hopkins W. A. Putnam 
J. F. Jordan J. W. Sever 
O. S. Pettingill E. H. Stevens 
C. H. Phillips A. K. Stone 
A. N. Sargent H. W. Thayer 
R. E. Stone H. J. Waicott 
NORFOLK 
FRANKLIN S. F. McKeen 
H. G. Stetson F. J. Bailey 
F. G. Balch 
HAMPDEN A. S. Begg 
J. M. Birnie D. N. Blakely 
H. B. Chase F. A. Bragg 
W. J. Dillon T. J. Coyne 
M. B. Hodskins F. S. Cruickshank 


D. G. Eldridge 
M. H. A. Evans 


Victor Safford 
H. F. R. Watts 
W. A. White 
W. H. Young 


NorFoLK SoutH 
C. S. Adams 
W. G. Curtis 
F. E. Jones 
N. R. Pillsbury 
C. A. Sullivan 


David Cheever 

A. L. Chute 

R. C. Cochrane 

F. J. Cotton 

A. H. Crosbie 

W. P. Cross 

R. L. DeNormandie 
R. B. Greenough 

J. B. Hawes, 2d 
James Hitchcock 
John Homans 

R. I. Lee 

G. A. Leland 

L. S. McKittrick 
Anna G. Richardson 
Robert Soutter 
Conrad Wesselhoeft 


PLYMOUTH 
T. H. McCarthy og 
C. G. Miles P. H. Cook 
J. J. McNamara G. A. Dix 
J. P. Shaw G. E. Emery 
A. C. Smith J. J. Goodwin 
D. B. Tuholski E. L. Hunt 
A. G. Hurd 
SUFFOLK L. C. Miller 
Lincoln Davis F. H. Washburn 
R. P. Watkins 
G. H. Bigelow S. B. Woodward 
Horace Binney WorcESTER NORTH 
W. J. Brickley F. R. Dame 
J. E. Briggs A. F. Lowell 


The President explained that the Secretary 
was unable to be present because of illness, and 
on nomination from the floor, Dr. John W. Bar- 
tol was elected Secretary pro tempore. 


The minutes of the last meeting were read 
in abstract and as no omissions or corrections 
were noted they were accepted as read and as 
printed in the Proceedings of the Council. 

The President spoke of the sudden death on 
June 8, 1929, of the efficient secretary and treas- 
urer of the Bristol South District, Dr. G. E. 
Borden, while seeing a patient in his office. The 
Society mourned the passing of a Councilor. 

The Secretary read the names of the Nominat- 
ing Committee, principals and alternates, by dis- 
tricts, and the following members retired: 
BARNSTABLE: W. D. Kinney, Osterville ; Briston 
NortH: F. A. Hubbard, Taunton; Briston 
SoutH: E. F. Cody, New Bedford; Essex 
NortH: T. R. Healy, Newburyport; Essex 


Va 

W. B. Keeler 

E. B. Lane 

E. N. Libby 
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SoutHu: O. S. Pettingill, Middleton; FRANKLIN: 
H. G. Stetson, Greenfield; Hamppen: H. B. 
Chase, Westfield; Hampsuire: J. G. Hanson, 
Northampton; Mippiesex East: D. T. Buzzell, 
Wilmington; MippLesex Nortu: J. H. Lambert, 
Lowell; MippLEsEx Soutn: E. H. Stevens, Cam- 
bridge; NorroLK: D. G. Eldridge, Dorchester ; 
NorFroLK Soutu: C. A. Sullivan, South Brain- 
tree; PLymoutH: C. G. Miles, Brockton; Sur- 
FOLK: David Cheever, Boston; Worcester: R. 
P. Watkins, Worcester. 


Dr. D. N. Blakely read the report of the 
Committee on Membership and Finance, on 
membership and the report was duly accepted 
and its recommendations adopted. 


Report OF COMMITTEE ON MEMBERSHIP AND FINANCE 
ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named five Fellows be al- 
lowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

three as of December 31, 1928. 
. Denig, Blanche Alpine, Boston. 
. Fay, Frank Gleason, Brattleborough, Vt. 
. Gerould, Joseph Bowditch, North Attleborough. 


and two on December 31, 1929. 
. Baker, David Erastus, Newtonville. 
. Dorcey, James Edmund, Boston. 
and that one retired Fellow be restored 
to active fellowship: 
Enebuske, Claes Julius, Boston. 


2. That dues of the following named five Fellows 
be remitted under the provisions of Chapter I, Sec- 
tion 6, of the By-Laws: 


1. Adelstein, Leo Joel, Los Angeles, Calif., for 1927 
and 1928. 

Bush, Arthur Dermont, Decatur, Ga., for 1929. 

Cooney, Margaret Blanche, Haverhill, for 1929. 

Donahue, William Francis, Watertown, for 1929. 

Devenny, Joseph Henry, Dorchester, for 1927-28-29. 


3. That the following named seven Fellows be 
allowed to resign, as of December 31, 1928, under the 
provisions of Chapter I, Section 7, of the By-Laws: 


. Burwell, Charles Sidney, Jr., Nashville, Tenn. | 

. Genereux, Edmond Alfred, New York City. 

. Green, Isadore, Brookline. 

. Hagopian, Michael, Fresno, Calif. 

. Howard, Frederic Hollis, New York City. 

. Killam, Franklin Harrison, New Orleans, with 
remission of unpaid dues. 

. Porter, William James, New York City. 


also one Fellow on December 31, 1929. 
1. Coonse, George Kenneth, Columbia, Mo. 


4. That the following named two Fellows be de- 
prived of the privileges of Fellowship under the pro- 
visions of Chapter I, Section 8, (a), of the By-Laws: 


1. Gould, Carlisle Royal, Salem. 
2. Rubin, Gabriel Jacob, formerly of Winthrop. 


5. That the following named six Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 


One from Essex South to Middlesex North. 
Lawlor, James Francts, Tewksbury. 


One from Middlesex East to Middlesex South. 
Jackson, Arthur Morison, Winchester. 


One from Middlesex South to Norfolk. 
Clute, Howard Merrill, Chestnut Hill. 


Two from Middlesex South to Suffolk. 


1. Meredith, Florence Lyndon, Watertown. 
2. Stearns, David Belford, Allston. 


One from Norfolk to Suffolk. 
Rothblatt, Harry Lewis, Brookline. 


Davip N. BLAKELY, Chairman. 


The Secretary read the reports of the Com- 
mittees appointed to consider the petitions of 
the following four Fellows for restoration to the 
privileges of fellowship: G. L. Black, George 
Robbins, E. W. Bullock, W. J. Bostick, recom- 
mending that they be restored under the usual 
conditions and they were accepted by vote. A 
similar report of the Committee to consider the 
petition of William James Brown, namely, that 
he be not restored, was accepted. 

The Secretary read the petition asking restora- 
tion of T. W. Ely and on the President’s nom- 
ination the following Committee was appointed 
to consider it: 

P. P. Johnson 


A. E. Parkhurst 
R. E. Stone 


Later in the meeting this committee reported 
favoring his restoration, under the usual condi- 
tions and the report was accepted by vote. 

On nomination by the President, the follow- 
ing Committee to consider the petition for 
restoration by W. P. Pratt was appointed : 


N. S. Hunting 
F. E. Jones 
W. G. Curtis 


The Chair read the report of the Committee 
on: Publications for the New England Journal 
of Medicine, (See Appendix No. 1) and it was 
accepted. 

The report of the Committee on Ethies and 
Discipline was postponed during the absence 
of the chairman, a member of the Nominating 
Committee. 

Dr. C. H. Lawrence read the report of the 
Committee on Medical Education and Medical 
— Voted: to accept it. (See Appendix 

0. 2.) 

The report of the Committee on State and 
National Legislation was read by Dr. Shields 
Warren and accepted. (See Appendix No. 3.) 
The Chair, who had been chairman of this 
Standing Committee, said that he wished to 
thank the Fellows of the Society for their co- 
Operation in the work of the Committee: that 
not in recent years, at least, had this Commit- 
tee received such cordial and general support 
throughout the State, as during his presidency ; 
he thought that it augured well for the future. 
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Dr. Dwight O’Hara presented the report of 
the Committee on Public Health. Voted: to ac- 
cept the report. (See Appendix No. 4.) 

The report on Malpractice Defence was read 
by the chairman of that Committee, Dr. F. G. 
Balch. (See Appendix No. 5.) It was ac- 
cepted without discussion. 

Of the Special Committees, Dr. R. B. Green- 
ough reported for the Committee on Cancer 
(See Appendix No. 6), and Dr. W. P. Bowers 
for the New England Medical Council (See Ap- 
pendix No. 7). 

On coming to the report of the Committee 
on Clinics and Health Associations, Dr. C. E. 
Mongan moved, and it was duly seconded, that 
the Council go into executive session. It was 
so Voted at 1:30 p. m. and the President ap- 
pointed Dr. Colt, Dr. Mongan, and Dr. Lincoln 
Davis sergeants-at-arms, all but councilors be- 
ing excluded from the room. Dr. W. G. Curtis 
presented the majority report for the Commit- 
tee and Dr. E. L. Hunt a minority report, signed 
by himself and by Dr. F. J. Cotton. These are 
on file in the Secretary’s file. A motion to lay 
the majority report on the table was not sec- 
onded. It was discussed by Dr. Cotton, Dr. 
Cheever and Dr. C. G. Miles. The President 
presented the recommendations of the report, 
namely that the Committee on Ethics and Dis- 
cipline be instructed to do certain things and 
that the By-Laws should be amended in order 
to give the District Medical Societies disci- 
plinary powers over the members of the districts 
in addition to the powers now conferred on the 
Committee on Ethics and Discipline by the By- 
Laws. Each was voted on separately and each 
rejected. It was then voted that the report 
be accepted, as modified, and the Committee dis- 
charged. 


Dr. J. G. Hanson read the final report of the 
_ Committee on the Workmen’s Compensation Act. 
This is on file with the other reports which were 
presented in Executive Session. Dr. Hanson 
stated that the Committee had had conferences 
with the Industrial Accident Board, the New 
England Hospital Association, and with the In- 
surance Companies. <A plan for a modification 
of the Workmen’s Compensation Act had been 
submitted to the Board but had not been ap- 
proved. Report accepted. 


The Council adjourned for luncheon from 2 
to 3:10 p. m., when it convened, still in ex- 
ecutive session, in the Swiss Room. 

Dr. A. G. Rice, Chairman, read the report 
of the Committee on Insurance, signed by all 
three members of the Committee. This is on 
file in the Secretary’s file. On motion by Dr. 
G. L. Steele, duly seconded, it was Voted, that 
the vote of June 5, 1928, adopting the minority 
report of this Committee be rescinded. On an- 
other motion, duly seconded, it was voted to ‘ac- 
cept the present report with the understanding 
that the field of insurance is open on equal terms 


to all insurance companies and that the Com- 
mittee is discharged. 

The President declared that the executive ses- 
sion was at an end and that the Council was in 
open session. 

Dr. David Cheever, Chairman, read the re- 
port of the Committee on Ethies and Discipline 
and it was accepted without discussion. (See 
Appendix No. 8. 

Dr. S. B. Woodward read the report of the 
Committee on a Permanent Home for the So- 
ciety, (See Appendix No. 9) and on motion by 
Dr. Cheever, duly seconded, it was Voted: that 
the new building Committee consist of seven 
members, and on another motion, properly sec- 
onded, it was Voted: that the report as a whole 
be accepted. 

Dr. Stephen Rushmore presented the report 
of the Committee of Seven on the Malpractice 
situation (See Appendix No. 10). Dr. Mongan 
moved, and it was voted to adopt the recom- 
mendation in the report, that a paid investigator 
may be employed under the jurisdiction of the 
Committee on Malpractice Defence, also it was 
voted to leave to a Committee of three, consist- 
ing of the President of the Society, the Chair- 
man of the Standing Committee on Membership 
and Finance, and the Chairman of the Standing 
Committee on Malpractice Defence, the duty of 
developing a scheme for the employment of 
such an investigator, and of recommending to 
the Council the amount of his salary. The re- 
port was accepted and its recommendations 
adopted. 

The Chair read the report of the Committee 
to co-dperate with the Massachusetts Bay Ter- 
centenary Inc. (See Appendix 11.) He ex- 
plained that the report contains two recom- 
mendations each involving the expenditure of 
money. If the report is accepted, these will 
have to go to the Standing Committee on Mem- 
bership and Finance for a report to the Council, 
under the terms of the By-Laws. On motion, 
duly seconded, the report was accepted as a re- 
port of progress and the recommendations were 
endorsed. 

The Nominating Committee brought in the 
following slate and the names were written on 
the blackboard : 

For President, Robert B. Greenough, Boston 
For Vice-President, Lester C. Miller, Worcester 
For Secretary, Walter L. Burrage, Brookline 


For Treasurer, Arthur K. Stone, Framingham Center 
For Orator, Henry A. Christian, Boston 


The Chair asked if there were any nomina- 
tions from the floor. There were none. The 
Chair appointed as tellers to distribute, sort and 
count the ballots, Dr. Means, Dr. Stone, Dr. 
Hodskins, and Dr. Dillon. 

Dr. Edward Mellus moved and it was Voted: 
That in future, Committee reports be submitted 
to the Officers of the Society for their approval 
if more than ten minutes will be necessary for 
the presentation of any one report. 
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Dr. S. B. Woodward called attention to the 
need of a complete catalogue of the Fellows 
of the Society from the beginning. Such cata- 
logues had been published since 1848, the last 
one in 1894. No better time could be chosen 
than the 150th anniversary in 1931. The propo- 
sition had been submitted to the Committee on 
Publications and had received their approval, 
therefore he moved: That a complete catalogue 
of the Fellows of the Massachusetts Medical 
Society from 1781 to 1931 be published on the 
150th anniversary of the founding of the So- 
ciety, in 1931, or as soon thereafter as feasible, 
the publication of said catalogue shall be di- 
rected by the Committee on Publications from 
data compiled by the Secretary of the Massa- 
chusetts Medical Society. The motion was 
seconded, voted upon and passed. 


- Dr. T. H. McCarthy, President of the Plym- 
outh District Society, took the floor to invite 
the Society to meet in Plymouth in 1930. The 
Plymouth District at its meeting in May had 
voted to invite the Society to meet in that town. 
Dr. McCarthy pointed out in an eloquent speech 
that there are four good sized hotels to accommo- 
date the meeting; that there is a memorial hall 
of good acoustic properties which will accommo- 
date 2000 persons, and other facilities for a 
successful meeting. The churches have offered 
rooms for the meetings of the Sections. The 
appropriateness of meeting in Plymouth in the 
tercentenary year was stressed. On being put 
to a vote it was Voted unanimously to accept 
the kind invitation of the Plymouth District Fel- 
lows to hold the annual meeting in Plymouth 
in 1930. 

On nomination by the President, upon recom- 
mendation by the Councilors of Bristol South, 
Charles Shanks of New Bedford was appointed 
Secretary and Treasurer of the Bristol South 
District, to fill the vacancy caused by the death 
of George E. Borden. 

Dr. 8. B. Woodward moved, and it was Voted: 
that the Council extend to the Secretary its 
sympathy and express its regret at his inability 
to be present. 

The Chair announced that the tellers had 
counted the ballots and that they were all for 
the slate brought in by the Nominating Com- 
mittee, therefore he declared those Fellows to 
be duly elected. 

He nominated the following list of Standing 
and Special Committee for 1929-1930 and they 
were appointed by vote. 


STANDING COMMITTEES 


Or ARRANGEMENTS 


E. P. Hayden, H. Q. Gallupe, T. H. Lanman, F. H. 
Colby, G. P. Reynolds. 


ON PUBLICATIONS 


Homer Gage, J. W. Bartol, R. I. Lee, R. B. Osgood, 
E. W. Taylor. 


ON MEMBERSHIP AND FINANCE 
D.N. Blakely, Algernon Coolidge, Samuel Crowell, 
Gilman Osgood, H. L. Smith. 


On ETHICS AND DISCIPLINE 
David Cheever, W. D. Ruston, S. F. McKeen, 
A. C. Smith, R. L. DeNormandie. 


On MEDICAL EDUCATION AND MEDICAL DIPLOMAS 
P. P. Johnson, A. G. Howard, H. P. Stevens, 
C. H. Lawrence, C. A. Sparrow. 


On STATE AND NATIONAL LEGISLATION 
R. B. Greenough, T. J. O’Brien, F. E. Jones, 
Shields Warren, A. W. Marsh. 


On Pusiic HEALTH 
Dwight O’Hara, E. F. Cody, R. I. Lee, T. F. 
Kenney, F. G. Curtis. 


ON MALPRACTICE DEFENCE 
F. G. Balch, E. D. Gardner, F. B. Sweet, R. P. 
Watkins, A. W. Allen 


SPECIAL COMMITTEES 


COMMITTEE ON THE NEw ENGLAND MEDICAL CoUNCIL 
J S. Stone, W. P. Bowers, B. W. Paddock, T. H. 
Lanman, R. B. Greenough. 


COMMITTEE FOR THE PREVENTION AND CURE OF CANCER 
R B. Greenough, F. G. Balch, P. E. Truesdale, 
G. H. Bigelow, G. F. Martin. 


COMMITTEE ON PERMANENT HOME 
T. J. O’Brien, S. B. Woodward, Henry Colt, 
C. G. Mixter, J. S. Stone, J. M. Birnie, R. B. 
Greenough. 


Adjourned at 4:20 P. M. 


JoHN W. BarrTou, 
Secretary pro tempore. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


Reports of 
No. 1. Committee on Publications 


No. 2. Committee on Medical Education and Medical 
Diplomas 


No. = Committee on State and National Legisla- 
on 

No. 4. Committee on Public Health 

No. 5. Committee on Malpractice Defence 

No. 6. Committee on Cancer 

No. 7. Committee on New England Medical Council 

No. 8. Committee on Ethics and Discipline 

No. 9. Committee on Permanent Home for Society 

No. Committee of Seven on Malpractice Situa- 
tion 

No. 11. Committee to Co-éperate with the Committee 


on the Massachusetts Bay Tercentenary Inc. 


APPENDIX NO. 1 


REPORT OF THE COMMITTEE ON PUBLICATIONS 
The New England Journal of Medicine 


The publication of this Journal has been continued 
without any especial change of policy during the 
past year. 

Three hundred and fifty-three authors have con- 
tributed three hundred and sixty-three articles cov- 
ering twenty-seven hundred and nineteen pages. One 


—- and seventy-seven editorials have been pub- 
lis ; 


i 
| 
= 
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The greatest number of Journals in any one issue 
is sixty-two hundred and thirty. The average circu- 
lation has increased slightly over that of the pre- 
ceding year. 

Every year after the annual dues have been paid 
the names of delinquent members are taken from the 
mailing list according to the vote of the Council. 
This year the number of non-credited fellows was 
four hundred and fifty-three which is one hundred 
and thirty-three less than the preceding year. This 
may tend to show more general desire to secure all 
the issues of the Journal. The return to normal cir- 
culation figures is more prompt than was customary 
a few years ago. 

The New Hampshire Medical Society and the Ver- 
mont State Medical Society have seemed to feel 
satisfied with the service given in the publication 
of their transactions. They contribute seven hun- 
dred and ninety-nine subscribers once a month. 

The Cabot Case Records are credited with six 
hundred and thirty-four subscriptions. 

Individual members of the other New England 
Societies have expressed the hope that the other 
Societies will take advantage of the same arrange- 
ment now in force with the New Hampshire and 
Vermont Societies but definite action has not been 
forthcoming. 

We are looking forward to the time when the 
offices of the Journal will be moved to better quar- 
ters. Present conditions are getting more unpleas- 
ant because of restricted space and at times almost 
intolerable noise. 

The office staff has enjoyed serving the Massachu- 
setts Medical Society as far as demands have been 
made. 

The Editorial Staff meets for conferences regular- 
ly and has carefully studied papers contributed. 

The advertising revenue has increased somewhat 
but is still below a satisfactory figure partly due to 
the disinclination of our readers to give evidence of 
inspection of the pages. 

Business houses expect that advertisements will 
produce results. If members of our Society would 
show more interest in those advertisements which 
ask for letters of inquiry about certain products, the 
revenue would be greater and the expense of main- 
taining the Journal correspondingly less. 

We have been able to keep well within the appro- 
priation. 


APPENDIX NO. 2 


REPoRT OF THE COMMITTEE ON MEDICAL EDUCATION AND 
MEDICAL DIPLOMAS 


During the year the Committee has examined the 
applications of eighteen physicians, graduates of 
schools not on the accepted list of medical schools 
as approved by the council. : 


At the last meeting of the Committee it was 
voted that these applicants should appear in person 
before it. 


The Committee has continued to co-dperate with 
the Council on Medical Education and Hospitals of 
the American Medical Association in the matter of 
determining the suitability of certain hospitals for 
internships, residents, etc. 

At present a subcommittee, under the chairman- 
ship of Dr. Charles Lawrence, is making up a list of 
clinical subjects of interest to physicians and a cor- 
responding list of physicians competent to instruct 
in the subjects of this list. This is to carry out the 
work started by the Committee last year in order to 
provide speakers as desired by the various District 
Medical Societies. It is expected that these lists 
will be available for use this Fall. 


The Chairman of the Committee on Medical Edu- 
cation and Medical Diplomas represented the Massa- 
chusetts Medical Society at the Annual Congress on 
Medical Education, Medical Licensure and Hospi- 
tals at Chicago, February 18, 19, 20, 1929. 

The first day’s session was general and devoted 
to various phases of medical education. During 
the following two days the Congress was divided in- 
to sections and the subjects discussed fell under the 
following main heads: Teaching of Related Medical 
Subjects, Hospitals for Convalescents, Hospital In- 
ternship, Hospital Staff Conference, State Medical 
Licensure and Law Enforcement, Conference on 
Clinical and Radiological Laboratories. 

There were in all some thirty-seven papers pre- 
sented and the problem of presenting to you the sub- 
stance of the meetings becomes somewhat compli- 
cated. It has been a little simplified, however, by 
the instructions of Dr. Burrage, Secretary of this 
Society, who has informed me that it is the custom 
to abstract the papers of the first day’s session. I 
do not feel that this time-honored custom will 
necessarily bring forth the subjects of the greatest 
interest. I have, however, with some variations, 
adopted the plan. 


Dr. Ray Lyman Wilbur, now of Washington, D. C., 
discussed the “RELATIONSHIP OF MEDICAL 
EDUCATION TO THE COST OF MEDICAL CARE”. 
He thinks that it is inevitable that in the next twen- 
ty-five years the adequate and economical distribu- 
tion of medical service will be the outstanding sub- 
ject of attention. As a result of the addition of the 
laboratory to the medical school and the correction 
of deplorable conditions in some of these schools, 
the program of medical education has been exagger- 
ated and intemperate. Medical education is costly 
in time and money to the student and consequently 
to the public. Economies are necessary in order to 
provide medical service at a reasonable cost. The 
teaching of medicine based on the first two years of 
college work is sound pedagogy but there is no valid 
reason why the medical course leading to the hos- 
pital experience should require longer than three 
calendar years. To meet this reduction in time he 
would do away with the long summer vacation. With 
the shortage of adequate facilities for postgraduate 
study it is absurd to expend such enormous sums, 
as is now being done in some of our metropolitan 
centers, for undergraduate medical instruction. The 
medical profession must stand for adequate prep- 
aration and sound training, but it need not demand 
enormous expenditures of time and money ito pro- 
vide highly specialized training for the candidate 
for the degree of doctor of medicine. Medical prac- 
tice, in distributing its products, is far behind the 
plans that have been developed in industry and in 
many other forms of public service. There is need 
for the training of physicians in the field of economics 
and social organization. 

He states, “Simplification of the curriculum, re- 
duction in the number of calendar years, increase in 
the hospital opportunities, the adoption of relation- 
ships of hospitals to medical practice so that the 
young physician may receive a salary and yet be 
connected with hospitals and clinics for further 
training, will all help to make him more effective and 
of ultimate benefit to the public.” 


Dr. Hans Zinsser in a paper on “RELATIONSHIP 
OF THE FUNDAMENTAL LABORATORY TO 
CLINICAL TEACHING” expresses the feeling that 
the storm and stress period through which medical 
education has been passing is due largely to the fact 
that experimental methods have begun to come into 
their own. While there is still empiricism, enough 
accurate scientific fact and method have been intro- 
duced into medicine to make necessary a thorough 
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training in the fundamentals from which these facts 
were derived. As a result there has been a replace- 
ment of purely skillful clinicians by teachers capable 
of applying the results of laboratory investigation 
to the interpretation of symptoms and the ration- 
alization of therapy. Dr. Zinsser disclaims the idea 
that the schools are trying to breed second-rate in- 
vestigators instead of physicians and surgeons. The 
assertion that research and teaching are incom- 
patible and should be divorced, and that the funda- 
mental sciences applicable to practice could be 
taught more cheaply and appropriately in co-drdina- 
tion with clinical procedure and therapeutic applica- 
tion, deserves consideration. 

There are two separate problems involved: one, 
to what extent the medical student should be taught 
fundamental principles apart from direct clinical 
application; the other, in what manner teaching and 
investigation influence each other. Is the objective 
of four years of medical discipline to turn out medi- 
cal mechanics and highclass technicians, or to de- 
velop the minds of students in such a manner that 
they can appraise evidence from observation and de- 
duce truthful conclusions by reasoning and the co- 
6rdination of facts? It rests with the laboratories 
whether the student shall enter the clinic with a 
destiny of becoming a member of a trade or of a 
profession, which more than any other calls for a 
capacity for growth. 

The pre-clinical laboratory endeavors to present 
evidence and support it by experiment. The courses 
should be scientifically sound and uncompromising 
in their insistence on the comprehension of princi- 
ples, but this can be achieved by selecting much of 
the material from that directly pertinent to medicine 
and to correlate experimental data with clinical phe- 
nomena. To do this requires a background of ex- 
perience and judgment which only a teaching force 
engaged in investigation can supply. The introduc- 
tion to a science in which the fundamental subject 
matter is cut to a minimum of material necessary 
to stimulate interest and prepare the- student for 
advance study, requires the most careful judgment. 
By modifying our system so as to extend the in- 
fluence of the laboratories into the clinical years, a 
better co-érdination between pre-clinical and clinical 
teaching would be obtained. With more co-dpera- 
tion on the part of clinicians it would be possible 
to extend the type of joint teaching now employed 
in the clinical pathologic conferences to such sub- 
jects as bacteriology and physiology. This would 
be particularly useful in the fourth year when a 
student should be reminded of the fundamental sig- 
nificance of many of the phenomena observed in the 
sick in such a manner as to bring back to him his 
pre-clinical training and increase his interest in the 
basic understanding of disease. 

The pre-clinical laboratory is the applied science 
of medicine derived from chemistry, physics and 
biology. The development of the future should bring 
about an organization of these laboratories anal- 
ogous to that which has occurred in the clinics. 
Since the medical point of view as an applied science 
of medicine must be preserved in order to fulfil the 
functions of these departments in medical schools, 
a part of the personnel, and perhaps the dominant 
part, should have had a medical training. Others 
should be rigidly trained in basic sciences. 

The writer closes his paper with a plea “not for 
more instructorships and fellowships ranging from 
five to fifteen hundred dollars a year, but a better 
livelihood and a more adequate and respectable posi- 
tion for the smaller number who are ready to de- 
vote their lives to teaching, thought, and investiga- 
tion, without ambition of riches, but with the same 
desire for freedom from anxiety and for a com- 
mensurate community position which are possessed 
by normal persons in othe? walks of life.” 


Dr. David Allen Robertson, Assistant Director, 
American Council on Education, read a paper on 
“EDUCATIONAL RELATIONS OF THE PROFES- 
SIONS.” This paper was a plea for co-déperation 
amongst the various education units. As a result 
of specialization, there is danger of isolation of one 
educational unit from another. No profession in the 
United States has made greater progress through 
specialization than medicine. At the same time, 
medicine has endeavored to guard against isolation, 
and further, it has sought to learn of advances in 
other educational fields. He asks the following ques- 
tions: Are the professions getting the gifted stu- 
dents from the colleges? Is medicine getting all 
it needs of such students? He considers the various 
standards by which the fitness of such students may 
be measured and the methods by which wastage 
may be prevented. 

Grades are one of our most useful standards, but 
in assigning grades teachers have confused achieve- 
ments and moral qualities. Intelligence tests have 
been tried and found wanting, and these have given 
way to various kinds of measurements which may 
be called “achievement tests.” 

Reference especially was made to a scholastic 
aptitude test for medical schools devised by Dr. 
F. A. Moss and Dr. O. B. Hunter of George Wash- 
ington University School, which has been used as a 
determining factor in selecting students. This test 
had proved so successful in the short period of its 
trial that the achievement of the student could be 
very accurately predicted. For instance, in a re- 
vised form of the test given to the class entering in 
September 1928, it was predicted that seven of the 
eighty-three students would be dropped or made to 
repeat at the close of the year. Up to the time 
of the paper, two had already been dropped for poor 
scholarship and the average grades of the rest were 
71, 78.6, 66.6, 44.3, 61.3—all but one below passing. 


Doctor Moss predicted, purely on the basis of this 


test, that eight students would win distinction, or 
grades near distinction, and so far six of these have 
grade averages of 90 or above and the other two 
are in the upper half of the class. 

As a means of determining the character of the 
prospective member of a profession, personality rat- 
ing on the basis of achievement is recommended 
rather than the personality measurement based on 
rating scales. Finally he believes the colleges 
should be provided with a record of usage which will 
enable one considering a profession to know just 
what a physician is and does, making it possible 
thereby to provide a curriculum more effective in 
training men and women for the medical profession 
and in helping to choose them wisely. 


Dr. Ralph H. Major discussed the “TEACHING OF 
MEDICINE” based on the methods employed at the 
University of Kansas School of Medicine. 

Medicine is not learned by diligent cramming of 
details, but “by what one might term ‘the episodic 
method’—the teaching of medicine is a series of 
episodes, at first related but later assuming the 
appearance of a connected story or a well-rounded 
experience as the episodes multiply.” Students are 
taught the technique of history-taking, making a 
physical examination, doing the simpler laboratory 
tests, and then, after these details have been mas- 
tered, of proceeding to the diagnosis and the treat- 
ment of the patient. The physician should first 
know the symptoms of the patient even if the diag- 
nosis is not apparent. Clinical instruction begins 
with physical diagnosis in the second half of the 
sophomore year with special emphasis upon normal 
physical diagnosis. 

While clinical instruction in medicine is stressed, 
didactic courses are considered to have a definite 
place. Medical books are to be used as sources 
of reference and not as repositories of medical 
dogma. Students are urged to consult the original 
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description of some clinical disease such as Addi- 
son’s account of pernicious anemia or Parkinson’s 
description of shaking palsy. y are also en- 
couraged to read good medical biographies. The at- 
tempt is made to instill in the student a scientific 
curiosity regarding disease, to teach him the, tech- 
nique of satisfying that curiosity, and therapeutical- 
ly not to do too much. Students are taught that 
medicine is a profession of high ideals and that its 
practice is a rare privilege and a sacred trust. 


Dr. Dean Lewis of Baltimore, in his paper on 
“THE TEACHING OF MODERN SURGERY” points 
out that although the field of surgery is constantly 
broadening, there is a marked curtailment of the 
number of teaching hours. As a means of bridging 
the gap between the pre-clinical and clinical years, 
preparatory demonstrations are recommended as 
preferable to clinics. Such demonstrations may be 
devoted to diagnostic methods, to the action of mus- 
cles in relation to the displacement of fractures, to 
dislocations and the relation of ligaments to their 
reduction, to bursae, to the distribution of lymphatics 
and their relation to the extension of metastatic 
growths, to the significance of pain and its radia- 
tion, to general infections—their classification and 
clinical courses—and to tumors. Patients are used 
to demonstrate knowledge acquired in the pre-clinical 
years. By these demonstrations students are shown 
how the work of pre-clinical years must be carried 
into clinical years and applied to clinical problems. 
The third-year students are in the dispensary and 
there is concentration of teaching during this year. 
Special emphasis is placed upon teaching the art 
of history taking and the methods of examination. 
The diagnosis is made by the ordinary clinical meth- 
ods before resorting to supplemental methods. 


The student is encouraged to follow his patient 
through the various departments of the hospital. If 
he sees a tumor of the breast in the dispensary, he 
is expected to see it removed in the operating room 
and to study the gross and microscopic specimens. 
The operating room thereby serves as a laboratory 
for the correlation of clinical and pathological pic- 
tures, rather than a laboratory for the demonstration 
of surgical technique. Inasmuch as but a small per 
cent. of students become surgeons, it is a waste of 
time to devote a great number of hours to the demon- 
stration of operations. Most of the operations can 
be satisfactorily demonstrated to small groups who 
follow their patients to the operating room. 


Every one practicing surgery should have at least 
a year’s training in pathology. A year’s internship 
in one subject is preferable to a rotating service. 
The elective system works well but the required 
courses must not conflict with the elective courses 
and it must be definitely established that the student 
use his time to the best advantage. 

Dr. W. S. Thayer of Baltimore, in discussing this 
paper commented on what had been said of the de- 
sirability of further interrelation between the in- 
struction in the clinical and fundamental departments. 
He stated that in his experience the best course 
of this sort was given by Dr. Maurice Richardson 
at Harvard forty years ago. During the first year, 
Dr. Richardson gave a demonstration in dissection, 


discussing the practical problems arising from 
anatomy. 


As a means of teaching normal physical diagnosis, 
Dr. Reginald Fitz’s paper on “PERIODIC HEALTH 
EXAMINATIONS AS PART OF THE MEDICAL 
—— CURRICULUM” was especially of in- 
erest. 

For the past two years the periodic health exam- 
inations at Harvard Medical School have been made 
a teaching exercise The first and second-year men 
are examined by about twenty men selected for their 
special ability from the fourth-year class. The third 
and fourth-year men examine each other. In case 


of dissatisfaction or for some special reason, any 
student who so desires may have a conference with 
the director of the students’ health. Each student 
on admission to the school fills out a personal his- 
tory form, adding in subsequent years only such 
matter as is of medical interest. 

At the first of the school year the physical ex: 
aminations are made in groups of not more than 
thirty men during three evenings a week. These 
examinations are uniform and painstaking and care- 
fully recorded. When the examination is completed 
and while the student is still undressed, the im- 
portant features are checked by an older and better 
trained instructor. Recommendations are made as 
to further study or advice given as to food, and so 
forth. The urine of each student is analyzed and a 
haemoglobin determination made as a routine. Fur- 
ther laboratory studies are made as appear neces- 
sary. 

In connection with the students’ health organiza- 
tion there is a consultation service including the 
various specialties. These consultants see without 
compensation such students as are sent by the direc- 
tor. Their report is returned to the director and 
added to the student’s record. 

The students take up the exercise seriously and 
co-6perate in every way, and learn how to examine 
a healthy person. They are encouraged to go over 
their own records year by year and thus acquire 
some impression as to the value of periodic health 
examinations. Dr. Fitz concludes that the method 
of teaching a relatively new phase of medicine is of 
interest and worthy of more general employment. 


The lack of doctors in the rural communities is 
still a subject of concern and does not appear much 
nearer a satisfactory solution. The attempt of the 
Albany Medical College to furnish an answer to 
the problem, should therefore be of interest. Dr. 
Thomas Ordway outlined a plan which he called 
THE FIVE-POINT PROGRAM: 


1. Preference is given in the selection of medical 
students to those whose affiliations are in the 
rural districts. 

2. Students are primarily trained for general prac- 
tice and are properly fitted at moderate cost 
for such work. 

3. Its graduates and other hospital interns are pro- 
vided with data concerning opportunities and 
locations where physicians are needed. 

4. There is co-dperation with the graduates and 
other physicians in the large districts served 
by the Medical College, giving them an oppor- 
tunity to take graduate, review and advanced 
courses, either formally or informally, as well 
as in special work in all departments of the 
medical school. 

5. By suitable publicity, rural communities are 
informed of the advantages of employing their 

local physicians who can care adequately for 
more than ninety per cent. of their ills and 
whose co-dperation and interest are of the 
greatest importance in the care of the remain- 
ing ten per cent. of their difficulties. 


Dr. Jenne in discussing this paper, pointed out 
that isolation was the main difficulty in getting men 
to go or remain in the rural communities. In order 
to overcome this and to introduce a student to a 
country practice, the Medical School of the Uni- 
versity of Vermont requires each senior to spend 
four weeks of service under a chosen practitioner. 
During the short period of this experience, it has 
been found to be mutually advantageous both to 
the student and to the practitioner. The student 
learns the problems of the country doctor, while 
the latter gains by contact with the student fresh 
from the latest advances in medicine. 


: Your delegate is only too painfully aware of the 
inadequacy of this report to give either the sub- 
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stance or the spirit of this very inspiring Congress. 
Those who are interested will find papers and dis- 
cussions in the Journal of the American Medical 
Association, beginning with the March 20th number. 


Peer P. Jonnson; Chairman. 


APPENDIX NO. 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


As in the past the Committee has been materially 
aided by the. members appointed from the Massa- 
chusetts Homeopathic Medical Society. Most mat- 
ters dealing with national legislation have been 
handled through the Legal Bureau of the American 
Medical Association. Several times during the 
course of the year, at the request of their Legal 
Bureau, our Committee has gotten directly in touch 
with various of our senators and representatives. 

This year the two primary concerns of the Com- 
mittee have been: 

First: The bill providing for the compulsory vac- 

cination of children in private schools. 

‘Second: The-chiropractic bill. 


Under the able leadership of Dr. Woodward the 
merits of the vaccination bill were presented so 
clearly and forcefully that it passed both House 
and Senate without opposition. A group of fifteen, 
representing the Christian Science interests, went 
directly to the Governor after the passage of the 
bill and before he had signed it and succeeded in 
committing him to the policy of exempting not only 
private but public school children from compulsory 
vaccination on the basis of. religious scruples. 
This stand of the Governor made further effort use- 
less this year, and in order to conserve the full value 
of the present vaccination bill, which permits ex- 
emption only for physical reasons, it was necessary 
to kill the bill, after it had passed both House and 
Senate. The outbreak of the Middleboro epidemic 
not long after was a powerful reminder that small 
pox is a definite menace in Massachusetts. Next year 
Dr. Woodward's efforts should be crowned with com- 
plete success. 

The other great problem of the year has been 
the chiropractic bill, proposing to grant special 
privileges in the way of distinctly lowered educa- 
tional requirements for registration of chiropractors. 
This was opposed by the Committee on the ground 
that there should be a single standard for all those 
practicing the healing art. The strength of the 
chiropractors was such that in spite of the power- 
ful arguments against the bill presented at the 
hearing and the excellent support and co-dperation 
of the Fellows of the Society throughout the State 
in aiding the opposition of the committee, the bill 
was reported favorably unanimously in a modified 
form by the Joint Committee on State Administra- 
tion. This new bill was less discriminatory than 
the first, but still proposed to break down the single 
standard and to accept definitely inferior qualifica- 
tions for registration of practitioners of chiropractic. 
Only by help and co-dperation from many sources, 
including particularly the daily press, was this bill 
which grants special privileges to chiropractors de- 
feated. 

During the year there has been much discussion 
of the proposed annual registration of physicians. 
The Committee received so many protests against 
the bill in the form proposed by the Board of Regis- 
tration in Medicine that after several meetings with 
the Board, our Committee persuaded it to withdraw 
the bill. The Committee had hoped to be able to 
present a substitute bill in order to determine the 
sentiment of the members of the Society with regard 
to it. However, this bill has not yet been presented 
by the Board of Registration in Medicine. 


- Finally, the Committee wishes to thank the Fel- 
lows of the Society for their help and to bespeak 
continued support. The Committee alone has no 
influence on Beacon Hill. It only serves to interpret 
to the General Court the interests of the great body 
of Fellows of the Massachusetts Medical Society. 


SHIELDS WARREN, Secretary. 


APPENDIX NO. 4 


Report OF THE COMMITTEB ON PusLic HEALTH 


During the year the Committee on Public Health 
co-6perated with other health agencies as fol- 
ows: 

1—With the State Department of Public Health 
by considering and approving the paper on Minimum 
Standards for the Diagnosis, Treatment and Control 
of Syphilis, as published in the May 16th issue of the 
Journal. 

2—With the Massachusetts Central Health Council 
by approving the recommendations on the relation 
of the public health nurse to the free health resources 
of the community, as embodied in the Report of Com- 
mittee on Public Clinics and Professional Service, 
published in the May 30th issue of the Journal. 

3—With the Massachusetts Central Health Council 
by accepting its invitation to prepare public health 
material for the Health Broadcast, a publication in- 
tended to reach the industrial workers of the State 
through their employers. 


Also the Committee on Public Health has attempted 
to gather data regarding the availability of post 
mortem examinations to the general practitioners 
of the State. The study of this data has just begun 
and must remain for a future report. 


DwiGcuT O’Hara, Chairman, 
E. F. Copy, 

R. I. Les, 

T. F. KEnNNey, 

F. G. Curtis, Secretary. 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON MALPRACTICE DEFENCE 


The work of our committee as laid down by the 
By-Laws of the Massachusetts Medical Society might 
be divided into two parts: first, attention to suits 
against members who have no outside insurance and 
who wish to take advantage of the malpractice de- 
fense act and have their cases defended by the 
lawyers of the Society, and second, the study into 
the causes of the suits which are being brought in 
increasing numbers against the medical profession. 
Three cases have been settled by the attorneys for 
the Society. Two of these were in favor of the doc- 
tors and the third resulted in a verdict for the 
plaintiff. With more co-dperation on the part of the 
doctor who wanted the case compromised and pre- 
ferred to pay rather than fight it to a finish, it 
seems as if we might have kept up our reputation 
for never losing cases. 

There have been suits brought against several 
Fellows during the year and these have all been 
handed over to our attorneys for defense. They 
will all be contested vigorously and from the stories 
of the doctors who are sued, I think the outlook 
for a verdict for the defendant is good. 

On the question of what is the cause of the in- 
creased number of suits, there are many things to 
be said. We believe that the largest reason for the 
increase is the fact that so many suits are com- 
promised. An insurance company is in business to 
make money and only to make money. If they can 
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compromise a suit for less than they think it would 
cost them to fight it through and take the chauces 
of an adverse verdict, they will do it provided the 
doctor gives his consent. The average doctor knows 
little of the law and dreads it more than most things 
in this world. He hates to go to court as it is a 
serious interruption to his work apart from all the 
disagreeable publicity that he gets from it and he is 
very easily persuaded that it is for his interest to 
let the company pay and have the whole thing wiped 
off his list of worries. Many times no suit would 
be brought if the doctor himself had to pay, but 
knowing that any verdict comes out of the insur- 
ance company, the company is considered a fair 
mark. Lawyers know that they can very often get 
something when they have no real ground for a suit 
at all and each suit that is compromised adds to the 
number that are brceught. 

Again, many suits are brought as a backfire against 
a doctor’s effort to recover for his professional serv- 
ices. They think he will let his bill drop if they 
will withdraw the suit. Here again in many cases 
they are right. At times undoubtedly doctors over- 
charge and again expect early payments when a 
patient is utterly unable to pay a big lump sum. A 
little tact with some of these unfortunate people 
who very often have a large part of their weekly 
income mortgaged up on various things which they 
have bought on so-called easy payments would mean 
that a number of these suits could be avoided. 

One cause which is put forward by certain people 
is that doctors and nurses make careless or critical 
remarks about another doctor’s work. The nurses, 
perhaps, we cannot control, but there is no doubt 
that many suits originate in criticism of another 
man’s work and this we ought to be able to partial- 
ly control. Much of it is merely thoughtlessness. 
It is impossible for our committee to go about to 
the various district societies all over the state and 
warn members of what may come of their criticism 
of another’s work although this has been done to 
some extent by members of our committee and by 
the president of the Society. When a group of doc- 
tors get together, they are very apt to make com- 
ments about their confréres. This, perhaps, does no 
harm as long as it does not get outside to the 
laity, but constant criticism of another man’s work, 
even among doctors, is a dangerous habit and liable 
to lead to malpractice suits when least expected. 

Some Fellows of the Society think that our com- 
mittee should go so far as to summon members who 
have served as witnesses against a fellow member 
before the Committee on Ethics and Discipline. | 
believe testimony given by a Fellow against an- 
other Fellow should be very carefully reviewed and 
in case evidently false testimony is given, whether 
intentionally or carelessly, that individual should be 
brought before the Ethics and Discipline Committee, 
but any man may differ from another in what he 
considers proper treatment in a case and has a per- 
fect right to express his opinion openly in court 
without being taken to task for it. 

The Committee is impressed by the overwhelm- 
ing amount of work connected with its duties; also 
we are cognizant of the impatience and criticism of 
certain Fellows of the Society regarding our lack 
of accomplishment in controlling law suits. We 
feel that the Society as a whole has very little 
knowledge of the many ramifications of the situation 
and do not realize that it will take years of con- 
stant hard effort to make any appreciable progress 
in the proper solution of such a serious and tre- 
mendous problem. 

We have found that hasty action and inadequate 
thought and study on some of the situations that 
have arisen, have led to a more serious state of 
affairs. We do not believe that law suits can be 
abolished, because in our opinion many are justified, 


but we do believe that the number can be dimin- 
ished and many uhjustifiable claims never brought, 
particularly if a part of our effort be educational for 
the legal profession. 

Our Committee believes that possibly a part time 
assistant, a doctor with a legal mind or a lawyer, 
who could collect all the details on every case and 
bring the situation before the Malpractice Defence 
Committee, should be appointed. It is very doubtful 
if the insurance companies would allow such a man 
to co-Gperate with them as it would bring in all 
sorts of complications in regard to their cases and 
I can hardly think they would want such a person in- 
terfering with their work or the work of their ad- 
justors and investigators. The Society defends so 
few cases that it would hardly pay to have such a 
man to look up our defense cases alone. 


There are at present eleven cases which the So- 
ciety is defending. These date back to 1924 and 
some of them will probably never be pushed as it 
is well known that the Society itself pays no verdicts 
and there is little satisfaction in winning a case 
after a hard fight only to find that the defendant 
has little or no money. 

F. G. Batcn, Chairman. 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE ON CANCER 


The Committee on Cancer submits the following 
report for the Society year 1928-1929:— 

In response to a widely expressed desire on the 
part of Fellows of the Massachusetts Medical So- 
ciety, your Committee undertook the organization of 
a graduate “Study” course in Cancer which was 
given in Boston, April 23, 24, 25, 1929. This was 
done with the co-dperation of the Massachusetts 
Committee of the American Society for the Control 
of Cancer, and especially with the assistance of the 
Massachusetts State Department of Public Health. 

The course followed the general plan of a grad- 
uate course given in Pennsylvania in 1928; and 
some 211 physicians (2/3 of whom were general 
practitioners) together with 200 dentists, were en- 
rolled. <A fee of five dollars ($5.00) was collected 
on each enrollment, which served to defray such 
extra expenses as could not be met from other 
sources, so that no appropriation from the Funds 
of the Massachusetts Medical Society was required. 
The course consisted of section clinics and demon- 
strations at the Boston Hospitals, general meetings, 
and a luncheon and a dinner with addresses. One 
afternoon was given to demonstrations at the State 
Cancer Hospital at Pondville. 

Dr. Jonathan Wainwright, the originator of the 
Pennsylvania course, and Chairman of the Penn- 
sylvania Medical Society Cancer Committee, made 
an address at the Luncheon Meeting, and his Ex- 
cellency, Governor Allen, as well as the Health Com- 
missioner, spoke at the dinner. 

Attention was especially directed to the early 
diagnosis and to modern methods of treatment of 
Cancer in its more common situations, as well as 
to the more general subjects of pathology and radia- 
tion, and the end-results of treatment. 

The Subject of Oral Cancer was considered on 
the morning of the 23rd, the first day of the course, 
when the dentists were in attendance, and special 
Dental Clinics were provided at the Forsyth Dental 
Infirmary on that afternoon. 

Comment and criticism were invited from those 
attending the Course, and the letters received in- 
dicate in no uncertain terms that the course was 
greatly appreciated, and was eminently a success. 

The publication of the demonstrations and ad- 
dresses is under consideration, and it is hoped that 
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such a record can be prepared for general circula- 
tion. 

Since this Course was intended primarily for the 
education of the Medical Profession, it was consid- 
ered appropriate that the chief responsibility for it 
be assumed by the Committee on Cancer of the 
Massachusetts Medical Society, but the participation 
of the State Department of Public Health and of the 
Cancer Control Society, as well as the cordial co- 
éperation of the Boston Hospitals, were essential 
elements in the success of the undertaking. 

R. B. GrREenovuGH, Chairman, 
F. G. Baca, 
P. E. TRUESDALE, 
KENDALL EMERSON, 
G. H. BicEtow. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON THE NEW ENGLAND 
MEDICAL CoUNCIL 


This organization which has been sponsored by 
the several New England Medical Societies has held 
two meetings the past year. 

The first meeting was held in association with the 
Maine Medical Association, at the time of the annual 
meeting, at Belgrade, June 19, 1928. There were 
twenty-three representatives of the New England 
Medical Societies in attendance. Dr. T. J. O’Brien 
of Boston read a paper under the title of “Education 
of the Public with Respect to the Cults”. The sec- 
ond paper on the program was read by Dr. W. G. 
Ricker of Vermont. Both of these papers brought 
out animated discussion. 

The second meeting was held in Boston, January 
14, 1929 with an attendance of twenty-one. Dr. 
John M. Birnie, President of the Massachusetts Med- 
ical Society, read a paper on “Examinations by State 
Medical Registration Boards and Reciprocity”. This 
was followed by an address by Dr. Joseph Howland 
on “Grading Training Schools”. Both of these papers 
were of unusual interest. The papers and discus- 
sions have been published in the New England Jour- 
nal of Medicine. 

The Vermont Medical Society has invited the New 
England Medical Council to hold its next meeting 
in Bellows Falls next October at the time of the meet- 
ing of the State Society. 

This organization has seemed to be of value in 
that it has brought together representatives of the 
New England States and aside from enjoyable social 
features has apparently developed much interest in 
the problems of the socieal profession in the sev- 
eral states. 


J. S. Stone, President. 
W. P. Bowers, Secretary. 


APPENDIX NO. 8 


REPORT OF THE COMMITTEE ON EFHICS AND DISCIPLINE 


Your Committee has had a busy year, and some- 
times its members feel like paraphrasing the re- 
mark of the old Quaker lady by saying: “It seems 
as though all the world were unethical except thee 
and me; and sometimes thee is a little queer”. 

Six meetings of the full board have been held, 
besides very many conferences between the Chair- 
man or other members and Fellows of the Society, 
or other interested persons. Oniy matters of par- 
ticular interest can be touched upon here. 

A Fellow accused by a woman patient of immoral 
conduct during consultations in his office, whose 
license to practice had been revoked by the State 
Board of Medicine, was given several hearings. The 


accusation against him rested on the uncorroborated | 


statement of the woman, who in spite of his alleged 
misconduct returned four times to his office for 
treatment. He was exonerated in Court and the 
case dismissed. Your Committee, in spite of the 
revocation of his license, did not feel justified in 
recommending disciplinary action. The license has 
since been restored. 

A Fellow, who pleaded guilty in a United States 
Court to the charge of accepting a gratuity in 
connection with a compensation claim by a veteran, 
and who had been dismissed from service with the 
Veterans Bureau, was referred to the Committee on 
Membership and Finance with a view to joint recom- 


| mendation to the Council for deprivation of fellow- 


ship as provided by Chapter I, Section 8—(c) of the 
By-Laws. He demanded a hearing with counsel be- 
fore the joint committee, which was accorded him. 
Subsequently the chairmen of the two committees 
further investigated his record before the Federal 
Court, with the result that it was recommended that 
his resignation be requested, and it was offered and 
accepted by the Council today. 

Charges against a Fellow of grossly unprofession- 
al conduct in the practice of his profession, on ac- 
count of which his license had been revoked for one 
month by the Board of Registration in Medicine,—a 
sentence which was re-affirmed by the Superior Court 
on appeal;—were carefully investigated. He was 
recommended to the President for admonition. In 
connection with this case the impression became 
current that the Board of Registration in Medicine 
was undertaking the regulation of professional 
fees, and the Committee was able to reach an under- 
standing on this point and to publish a denial of 
such an intention, in the columns of the New England 
Journal of Medicine. 

A hearing was held for two Fellows, one of whom 
accused the other of writing a blackmailing letter, in 
the effort to collect a fee. An opinion was ob- 
tained from the Society’s counsel, Mr. R. G. Dodge, 
that the letter constituted blackmail under the law, 
and that the writer would be subject to severe penal- 
ties were it not for the expiration of the time limit 
under the statute of limitations. The offense had 
been committed some years before, and the Com- 
mittee recommended that the writer be admonished 
by the President. 

A hearing was also accorded to two Fellows who 
made counter accusations against each other of the 


unethical diversion of practice, of malpractice and 


of disparaging the treatment instituted. One of the 
disputants who had offended before in a somewhat 
similar manner was recommended to the President 
for admonition and told that another offense would 
not be treated so leniently. 

A Fellow whose license was revoked by the State 
Board of Registration in Medicine for violation of 
the conditions of his prohibition permit was re- 
moved from our jurisdiction by a vote of the Council 
depriving him of fellowship for non-payment of dues 
under Chapter I, Section 8—(a) of the By-Laws. 


An inquiry by a Fellow about the ethical aspect 
of paying for the insertion of his name in a booklet 
called “The Expert” purporting to be a list of de- 
pendable professional men to be distributed among 
hotels, clubs and elsewhere in the market-place was 
decided adversely to the project, and a note on the 
subject was published in the Journal. Incidentally 
it may be mentioned that the names of many prom- 
inent members of the Massachusetts Medical Society 
may be found in “The Expert”. 

A hearing was given to a Fellow who was alleged 
by the State Police to have agreed to perform an 
abortion upon a woman agent of the police acting as 
a stool pigeon, who was assisted in her act by an 
officer in civilian clothes impersonating the author 
of her predicament. The Fellow was also accused 
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of having given medicine for the purpose of procur- 
‘ing an abortion. His case had been heard by the 
State Board of Registration and he had been placed 
on probation for one year. At our hearing your 
Committee was convinced that he had not promised 
to commit an abortion,and that he had given some 
harmless drugs as a placebo. He was recommended 
for admonition by the President on the ground of 
not having dealt honestly and fairly with his pa- 
tient and of receiving money under false pretenses. 

A fellow made the charge of unethical conduct 
against a colleague in that he was harboring on the 
staff of his hospital a pathologist who was not a 
physician, though he masqueraded as such. Your 
Committee’s investigation showed that the accused 
Fellow had been imposed upon and deceived uninten- 
tionally by a medical employment bureau and that 
the accuser knew when he brought the matter to our 
attention, that the accused Fellow was the victim 
of deception. Under these circumstances the Com- 
mittee took no action except to ask him to make a 
statement in the Bulletin of his hospital of the true 
status of the pathologist, which was done. 

On January 31, 1929 a Board of Trial was con- 
vened by the President, acting on a recommendation 
made by our Committee some time ago, to try a 
Fellow accused of having given testimony as an ex- 
pert for the plaintiff in a malpractice suit against 
another Fellow, which was contrary to the facts and 
not in accordance with accepted medical experience 
and teaching. The jury had found a verdict for the 
plaintiff and awarded damages of $14,009 which was 
later reduced by the Court to $9,000. The Chairman 
of the Committee on Ethics and Discipline acted as 
prosecuting officer before the Board of Trial, which 
rendered a unanimous verdict that the accused Fel- 
low should be expelled from the Society. This ver- 
dict will be presented to the annual meeting of the 
Society for confirmation, as prescribed by the By- 
Laws. 

One of our Fellows accepted the position of paid 
director of an enterprise called the National Better 
Health Bureau of Providence, R. I., and associated 
two other Fellows with him in the work. Investi- 
gation by your Committee showed that this concern 
was organized by business men for profit, although, 
as announced, with high altruistic aims. Its object 
was to give opportunity to the public to obtain a 
“health diagnosis” and aid in maintaining and im- 
proving health. Its patients or “clients” were se- 
cured by every form of solicitation and advertising. 
Its Director, our Fellow, urged that there is a differ- 
ence between “health diagnosis” and the work per- 
formed by every capable and conscientious physician, 
—a difference which makes it ethical to secure pat- 
ronage for the enterprise by advertising. Your Com- 
mittee was unable to discern this basic difference, 
and advised our Fellows that they are violating our 
Code of Ethics, and urged them to sever their con- 
nection with the concern. 

The Council would be wearied by a recital of-all 
the accusations, innuendoes and complaints which 
are considered by your Committee, many of them 
trivial and without much foundation, but evidently 
bulking large in the minds of their authors. Many 
sincere requests for guidance and help in the inter- 
pretation and application of our principles of ethics 
are received and answered. But looming larger 
than these lesser matters is a widespread feeling of 
concern and dissatisfaction among our profession 
against some phases of the changing conditions in 
the practice of medicine,—changes which tend to 
substitute for the individual doctor the services of 
groups organized under the aegis of philanthropic or 
educational or governmental, and sometimes of com- 
mercial organizations. This dissatisfaction often ex- 
presses itself in complaints to the Committee on 
Ethics and Discipline against our Fellows who have 


allied themselves with these organizations, and in 
indignation because our Committee does not always 
find cause to castigate them. These changing condi- 
tions are evolutionary in character, and in our opin- 
ion can perhaps be modified but cannot be stopped. 
And are we sure that we would wish them to be 
arrested? A thousand years ago a Danish King, 
Canute the Gréat, conquered Britain, but he tried to 
stem the incoming tide and failed. Shall we try to 
stem this tide, or shall we try to harness it and 
direct it into channels beneficial alike to our profes- 
sion and to humanity? 


Davip CHEEVER, Chairman. 


APPENDIX NO. 9 


REPORT OF THE COMMITTEE ON A PERMANENT HoME 
FOR THE SOCIETY 


The work of the Committee on the Permanent Home 
for the Society has been reported from time to time 
to the Council and in the New England Journal of 
Medicine. The Journal of May 30th published a de- 
tailed statement of what has already been accom- 
plished. 

In the original campaign to raise a fund of $125,- 
000.00 for the Society alone about $18,000.00 was col- 
lected, before the combined campaign to raise funds 
for the Society and the Boston Medical Library was 
undertaken. It was recognized that the funds for 
the headquarters must come chiefly from the Fel- 
lows of the Society. The public might and in some 
instances did contribute to Memorials to physicians. 

The needs of the Library and the Society and the 
Allied interests in the combined campaign was set 
at $650,000.00. The Society was to be allotted one- 
sixth of the money contributed up to $100,000.00. 
Approximately $180,000.00 has been contributed. The 
Society therefore is so far entitled to about $30,000.00 
which with the contributions to the original cam- 
paign makes a total of about $48,000.00. 

In the combined campaign it was recognized that 
the Library and the plan for a medical center car- 
ried an appeal not only to physicians but to the 
general public. The first appeal for funds was made 
to physicians. In the Autumn it is planned to renew 
the campaign with an appeal to the public. 

The success of this appeal rests with the Fel- 
lows of the Society. The Committee has stated 
definitely that no quota is to be sought from any 
society and that no specified sum is to be asked of 
any individual. The size of the gift is left absolutely 
to the contributor. The only statement made as 
to the amount was that if the needs of the Society 
were to be realized the average gift must be a little 
over $30.00. 

One fact, however, the Committee must emphasize. 
It is unreasonable to expect the public to contribute 
to a cause of this sort unless it is supported with 
practical unanimity by the Fellows of the Society. 
Many have contributed most generously to the So- 
ciety or to the Library or to both. Others have so 
far not contributed at all. The Society must recog- 
nize that this failure on the part of many to help at 
all jeopardizes the success of the whole movement. 
Every District Society which has not done so, should 
do its share. The Committee sincerely thanks those 
District Societies and those Fellows who have done 
their bit. 

In the Autumn the general campaign will be re- 
newed. Meantime much can be done. 

In order that definite provision be made for the 
raising of further funds and for the care of the 
funds already secured and to be secured the Com- 
mittee recommends and moves— 


That a Building Committee of 5 to 7 be ap 
pointed by the President. 
That the following articles be adopted to pro- 
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vide for the custody and expenditure of the 
Building Fund— 


ARTICLE I 
All moneys or other funds received by 
the Society for the purpose of obtaining and 
maintaining a building for headquarters for 
the Society shall be kept by the Treasurer 
in a separate fund known as the “Building 
Fund”. 


ARTICLE II 
Any interest obtained from the investment 
of said funds may be used as a whole or in 
part to pay rental for quarters to be used 
by the Society for central activities. 


ARTICLE III 
Any interest obtained from the invest- 
ment of said funds and not used to pay rental 
as specified in Article II shall be added to 
the principal of the “Building Fund”. 


ARTICLE IV 
The principal of said funds may be ex- 
pended only to acquire real property to 
which the Society shall hold title. 


JoHN M. BIRNIE, Chairman, 
SAMUEL B. WoopwWarD, 
Henry COLt, 

CHARLES G. MIXTER. 


APPENDIX NO. 10 


REPORT OF THE COMMITTEE OF SEVEN ON THE 
MALPRACTICE SITUATION 


The Committee of Seven authorized by the Coun- 
cil of the Massachusetts Medical Society at its meet- 
ing on February 6, 1929, to study, and report on the 
medical malpractice situation in Massachusetts here- 
with submits its report. 

At its first meeting, the Committee studied the 
conditions of appointment of itself and of the Stand- 

Committee of the Society on Malpractice De- 
fense. In Chapter VII, Section 8 of the By-Laws, it 
is stated that the Committee on Malpractice Defense 
. “shall study and report on the underlying causes of 

the growth in the number of suits for malpractice”. 
The vote of the Council of February 6, 1929, reads, 
“that a special committee be appointed by the Presi- 
dent to consider all the facts and factors involved” 
in the medical malpractice situation, and “to report 
at the next meeting of the Council its findings and 
recommendations”. 

There appears to be a certain overlapping of 
function of the two committees and a conference 
was therefore held on May 10, 1929, with the Com- 
mittee on Malpractice Defense, at which the Com- 
mittee on Ethics and Discipline also was present. 
It was the sense of the conference that the Council 
should be asked to redefine the duties of the Com- 
mittee of Seven so that overlapping of function 
would not occur. 

The Chairman of the Committee on Malpractice 
Defense expressed the sense of that Committee that 
on account of its heavy duties it would be glad 
to have some relief, and welcomed the co-dperation 
of the Committee of Seven in the study of the causes 
and prevention of suits. Under this tentative ar- 
rangement, the Committee has continued its activi- 
ties until the present time. 

The Committee of Seven was appointed to study 
the medical malpractice situation in Massachusetts, 
and the first question that arises is: What is the 
situation? Concerning this there are many opinions 
and few available facts. It might be helpful if there 
were made a careful study of all the pertinent facts 
in suits threatened and brought for alleged medical 


malpractice in this State in thé past ten years. But 
such facts are not now available for study. Your 
committee has been able to secure a little informa- 
tion concerning one group of physicians. The figures 
in this group give the percentage of claims entered 
relative to the policies issued for several years, and 
are as follows: 1921: 4.2%; 1922: 3.8%; 1923: 
3.2%; 1924: 4%; 1925: 4.4%; 1926: 4.3%; 1927: 
4.4%; 1928: 3.5%; 1929: (6 months) 2.2%. 

It is to be remembered that since suits are out- 
lawed after two years, except for alleged fraud, the 
figures for the past two years are not quite compar- 
able with the figures of previous years. Also the 
series does not represent either all the physicians 
carrying insurance in Massachusetts or all the suits 
brought. The consideration of these figures suggests 
that though the situation may be bad, and changing 
for the worse, it may not be changing quite as rapidly 
as some have thought. It is to be remembered also 
that other factors than those detected in such a brief 
statistical study may now be at work and their 
effects might not be detected statistically until one 
or two years have elapsed; for example, court de- 
cisions making new medical jurisprudence. 

An aspect of the situation to which attention should 
be called and which your Committee, (in the brief 
time since its appointment) has not been able to 
consider adequately, is the apparent incompatibility 
of objectives of the medical profession and the 
insurance companies. For the greater the number 
of suits, or at least the greater the danger of suits, 
the more the insurance companies prosper. It is 
the medical profession that ultimately carries the 
cost in any case and the more suits, or the greater 
danger of suits, the more the medical profession 
suffers. 

A second aspect which should receive careful 
attention and which your Committee has not been 
able to study thoroughly is whether the Massachu- 
setts Medical Society should give up entirely the 
defense of its members in cases of alleged medical 
malpractice, leaving the field clear for the insur- 
ance companies. It is the opinion of the Committee 
that a thorough study, such as has not been made, 
should precede the consideration of this question 
by the Massachusetts Medical Society. 

The most important element in the situation that 
has been brought to the surface by the brief study 
of your Committee is that the pertinent facts are 
not now available to the Massachusetts Medical So- 
ciety for study. Even if later considerable information 
should be secured from insurance companies, it will 
remain true that adequate information is not easily 
and promptly available. 

This position is confirmed by a study of the files 
of the Committee on Malpractice Defense. The first 
thing that is evident.is the very considerable amount 
of work that this Committee has been called upon 
to do in the short time since it was formed. The 
second thing that is evident is that the present re- 
sources of the Committee are entirely inadequate to 
meet the situation. 

Your Committee of Seven, therefore, recommends 
the securing of a person who, for appropriate sal- 
ary, shall, with the Committee on Malpractice De- 
fense, promptly investigate for the Society all cases 
of alleged malpractice on the part of members of 
the Massachusetts Medical Society, and all other 
matters pertinent to the medical malpractice situa- 
tion in Massachusetts, and shall keep adequate rec- 
ords of all information obtained. These records 
shall be considered confidential and accessible only 
to duly qualified persons. 

Your Committee feels that the medical malpractice 
situation, whatever it may prove actually to be on 
thorough investigation; can be dealt with adequately 
only by a long continued campaign in which educa- 
tion of the public as well as of the medical pro- 
fession plays a part, but it makes this recommenda- 
tion as the first step in the program for such a 
campaign. 
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If this beginning is made, it sees no reason why 
the Committee on Malpractice Defense would not 
be in a position to carry out the thorough and com- 
prehensive study which the situation demands, and 
which, in general terms, the Committee on Malprac- 
tice Defense is empowered by the By-Laws to make. 

In closing, we wish to note again the careful and 
painstaking manner with which the Committee on 
Malpractice Defense, in the short time since its 
appointment, seems to have handled a very difficult 
situation, with very inadequate resources. 

STEPHEN RUSHMORE, Chairman, 
WaLterR P. BOWERS, 

M. F. FALLON, 

TrimoTHY LEARY, 

JosEPH A. MEHAN, 

CuHas. E. MONGAN, 

W. G. PHIPPEN. 


APPENDIX NO. 11 


REPORT OF THE COMMITTEE TO CO-OPERATE WITH THE 
COMMITTEE ON THE MASSACHUSETTS BAY 
TERCENTENARY, INC. 


Your Committee has met three times. The mem- 
bers of the Committee have pursued certain studies 
and investigations between the meetings and pre- 
sented their findings to the Committee. At the 
first meeting Mr. E. B. Mero, General Secretary of 
the Massachusetts Bay Tercentenary, Inc., was pres- 
ent, and gave your Committee the benefit of his 
advice and suggestions. 

Your Committee at first gave consideration to a 
proposal that there should be a central exhibit 
at some hall in Boston where the activities and his- 
torical achievements of medical societies, medical 
schools, medical libraries, and hospitals of the Com- 
monwealth might be displayed. In connection with 
. this, plans for tableaux, living pictures and pageants 
were discussed. After much thought your Commit- 
tee disapproved of the procedure thus outlined. It 
felt that it would be difficult and expensive to main- 
tain such an exhibit at a central point for a prolonged 
period; at least four months would be necessary. It 
felt that the Massachusetts Medical Society should 
not be asked to be responsible for the treasures of 
medical schools, medical libraries, and hospitals 
taken from these institutions and brought to a cen- 
tral point. It was further thought that these insti- 
tutions would be unwilling to allow such articles 
to be taken away from their homes. 

Second, the expense of the undertaking seemed a 
formidable obstacle. 

Third, such a central exhibit would not be nearly 
as effective as though the objects were seen in their 
proper surroundings at the institutions to which they 
belong. 

Your Committee then proceeded to interview the 
executive officers of the Boston Medical Library, one 
of the leading medical schools, and some of the 
large hospitals. As a result of these interviews the 
Committee was encouraged to believe that these in- 
stitutions would, individually, prepare for the benefit 


of the interested public displays of their treasures 
which would show the history of each institution 
and its contributions toward medical progress. One 
of the members of the Committee, Doctor Bigelow, 
interviewed the Commissioner .of Mental Diseases 
and the Commissioner of Public Welfare and secured 
the promise of those two departments and his own to 
make an exhibit at the State House for the hospitals 
and institutions of the Commonwealth. 
Your Committee, therefore, 


RECOMMENDS, 1. That, under the auspices of 
the Massachusetts Medical Society, represented by 
a Committee, medical libraries, medical schools and 
hospitals in the Commonwealth of Massachusetts be 
requested and urged to prepare exhibits of such 
historical material as each may have ready for the 
inspection of interested visitors during the Ter- 
centenary of the Founding of Massachusetts Bay 
Colony. Such of these institutions as may be will- 
ing and able to do so may well present pageants or 
living pictures on the grounds of the institution at 
intervals perhaps once a week for the four active 
months of the Tercentenary Celebration. This would 
be a matter for each institution to handle as it sees 
fit. That State institutions be encouraged to have 
a display at the State House, showing their activi- 
ties. 

2. That the Massachusetts Medical Society publish 
a small pamphlet as a guide to the larger medical 
institutions of the Commonwealth, showing briefly 
the location of these institutions and what each one 
has to show; that these circulars be placed at the 
hotels for free distribution; that there be an initial 
printing of five thousand and that the type be kept 
set-up so that more may be printed later, if neces- 
sary; that an appropriation of two hundred ($200) 
dollars be made for this purpose. 

3. That a Tercentenary volume be prepared show- 
ing the history of medicine in Massachusetts and 
its progress; that this volume be put on sale at the 
book stores with the hope that enough would be — 
realized from the sales to return a portion of the 
cost to the Society; that fifteen hundred ($1500) dol- 
lars be appropriated for this purpose. The Council 
will know best whether it has funds on hand to make 
the appropriations recommended or whether it will 
ask the Fellows of the Society for contributions to 
effect these objects if they are approved. 

The Committee believes that the publications indi- 
cated can be issued for the sums of money men- 
tioned. If a creditable volume and pamphlets can be 
produced for less money, less money would be used. 

Your Committee requests that if its recommenda- 
tions be adopted by the Massachusetts Medical So- 
ciety, either in whole or in part, that the Council 
do one of two things; either discharge the present 
Committee and appoint a new one to carry out the 
recommendations, or, second, instruct the present 
Committee as definitely as possible as to the pro- 
cedure which the Council desires it to undertake. 

FREDERIC A. WASHBURN, Chairman, 
GeorceE H. BIGELow, 
Wattér P. Bowers, 
WILLIAM H. Rosey, 
EpWwarp C. STREETER. 
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> ENGLAND SURGICAL SOCIETY 
SYMPOSIUM ON THE MEDICAL AND SURGICAL 
ASPECTS OF LARGE BOWEL AFFECTIONS 


PRESIDENT Oscoop: Gentlemen, the symposia 
have been arranged with one idea in mind, 
namely, that we shall listen this morning without 
hurry to three papers, and shall have plenty of 
time for discussion. The subjects have been se- 
lected by the Executive Committee in order to 
emphasize the unity of medicine and surgery 
rather than their separateness, and with the idea 
that the subjects selected shall have a definite 
medical bearing as well as a surgical bearing. We 
need all the help which our medical confreres can 
give us on our surgical problems. The convic- 
tion, I think, has been reached by all thinking 
physicians that unless the two main branches of 


the profession do unite and consider various 
questions together, we shall fail to help our pa- 
tients as we ought. 


We have been extremely fortunate in getting — 


the consent of Dr. George Blumer, who is the 
David P. Smith Clinical Professor of Medicine 
in Yale University, to address us on ‘‘The Medi- 
cal Aspects of Large Bowel Affections.’’ I need 
not introduce Dr. Blumer to you, but it is suffi- 
cient to say that no man has been more helpful 
in shaping the policy of the Yale Medical School 
than he, and no man exerts more influence in 
medicine here in New Haven than he. Dr. 
Blumer! (Applause.) 


THE MEDICAL ASPECTS OF LARGE BOWEL 
AFFECTIONS* 


BY GEORGE BLUMER, 


Mr. Chairman, Members of the New England 
Surgical Society: 


is rather a large order to discuss the entire | t© 


subject of the large bowel affections in a 
twenty-minute talk. So that we are faced with 
one of two alternatives. We can either take a 
Zeppelinic view, which of course wquld be rather 
vague, or we can concentrate upon a few subjects 
and discuss those to a greater extent. I think 
that the latter alternative is the more desirable 
for the following reasons: In the first place, as 
your President has said, we are aiming to dis- 
cuss subjects which have both a medical and sur- 
gical outlook. There are some diseases of the 
large bowel which are chiefly surgical, aside from 
the question of diagnosis, such as cancer of the 
intestine, for example, and diverticulosis, when 
inflammation occurs and we are dealing with 
diverticulitis. 

There are some diseases of the large intestine 
that are so rare that it hardly seems worth 
while to discuss them. I regard syphilis of the 
intestine as an almost. legendary condition. I 
can only recall seeing one actual proved case in 
thirty-five years’ experience as a pathologist and 
practitioner. Hirschsprung’s disease, for ex- 


ample, could be discussed, but it is rather a rare]. 


condition and it doesn’t seem to be worth while. 

Then there are some diseases that are pretty 
obviously medical onfy, such as mucous colitis, 
which of course is very common, and the group 
of cases that can be generally described as Glén- 
ard’s disease, which I think is probably not a 


*Read at the annual meeting of the New England Surgical 
Society at New Haven, Conn., November 9, 1928. 


+For record and address of author see ‘‘This Week’s Issue,” 
page 98. 


disease at all any more than large feet, but 
which of course may be associated with symp- 


ms. 

So that I think the diseases that are worth 
briefly discussing at this time are those that 
have both medical and surgical interest, namely, 
the dysenteries of various types and perhaps in- 
testinal tuberculosis, and I think that these are 
particularly worth while discussing at the pres- 
ent time because there have been in recent years 
certain advances made, particularly in the treat- 
ment of the dysenteries, and certain discoveries 
have been made which may have a bearing upon 
the future treatment and which are worth while 
considering. 

To take up briefly first of all amebice dysentery. 
We are rather too apt, I think, to regard amebic 
desentery as a disease of the tropics, or at least 
in this country as a disease of the Southern part 


of the country, but as a matter of fact rather ex- 


tensive surveys of the intestinal contents of in- 
dividuals in all parts of the United States have 
shown that approximately from 8 to 10 per 
cent. of all the inhabitants carried the parasitic 
amebae in their intestinal tracts. That holds 
true in the North as well as in the South. In 
the South the percentage that is infected is un- 
doubtedly larger. This doesn’t mean, of course, 
that all of them present symptoms. Some of 
them are merely carriers. In this State Dr. 
Francis Blake and his associates at the New 
Haven Hospital have discovered that there is a 
focus of amebic dysentery in the town of An- 
sonia, which is only 8 or 10 miles distant from 
here, and from time to time we get cases in the 
New Haven Hospital either of amebic dysentery 
or of liver abscess which has resulted from the 
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amebic dysentery. So that there is very good 
reason to believe, I think, that foci of amebic 
dysentery are likely to occur in any part of New 
England. 

It is very important in recognizing this dis- 
ease, to realize that the clinical course of amebic 
dysentery in the temperate parts of the country 
is apt to be atypical and very much milder than 
it is in the semi-tropical part of the country. 

As your Chairman said when he was down 
here in September at the Clinical Congress, 
‘‘The key that opens the door of diagnosis is 
-suspicion.’’ I thought that was a very excellent 
epigram, and one should be suspicious in this 
part of the world of any patient who has obscure 
gastrointestinal symptoms, occasional attacks of 
diarrhea, diarrhea alternating with constipation, 
and certain nervous symptoms such as headaches, 
and so on. Those patients should always be ex- 
amined very carefully for the presence of 
amebae in the intestines. 

I won’t take up the question of the preven- 
tion of amebic dysentery because nothing par- 
ticularly new has been discovered in that line. 
Of course in a general way it consists of proper 


disposal of the feces, which is not usually a prob- 


lem in this part of the world, except perhaps in 
the country; good water supply; care in the 
preparation of fresh vegetables, although we are 
not in the habit here of fertilizing our vegetables 
with human excrement; screening against flies, 
and so forth. 

In the last few years there have been some new 
drugs discovered, which are of considerable 
value, apparently, in the treatment of amebic 
dysentery ; both in the treatment of carriers and 
in the treatment of those who have the active 
manifestations of the disease. One of these is a 
preparation known as acetarsone or stovarsol, a 
French preparation, which was originally 
brought forward for the treatment of syphilis 
but which, as a matter of fact, has practically 
never been used for the treatment of syphilis. 
You remember that generations back ipecac 
treatment was used, particularly by some of the 
British physicians in India, but the ipecac treat- 
ment had very serious drawbacks on account of 
the action of the drug, and subsequently emetin 
was isolated and used very considerably but this 
also has serious drawbacks. 

In addition to acetarsone there are new prep- 
arations of emetin, particularly a combination 
of emetin with bismuth and iodin, which is 
known as emetin bismuthous iodid, and there is 
also another drug known as chiniofon, which 
seems to be very effective. Of course so far as 
bacteria are concerned, we all know pretty well 
that there is no such thing as an efficient in- 
testinal antiseptic, but in amebiasis we are not 
dealing with bacteria, we are dealing with a very 
much larger parasite, a parasite which is present 
in the intestinal tract in very much smaller 
quantities than bacteria usually are, and ap- 
parently these substances may act as quite effi- 


cient intestinal antiseptics. In mild infections 
with amebic dysentery, it is stated on good 
authority—I can’t say I have had very much 
personal experience with it, however—that a two 
weeks’ treatment with acetarsone, the arsenical 
preparation, in doses of 0.125 grams 3 times 
a day during 2 weeks, with a week of freedom in 
between, is capable of sterilizing the intestinal 
tract within a couple of weeks in most patients 
with amebae. 

It is also stated that chiniofon 6r yatren, which 
is another name given to this preparation of 
synthetic iodin, is equally efficacious. 

It is perhaps of interest, particularly to sur- 
geons, to know that the hepatitis which precedes 
the development of amebic abscesses is stated to 
be even better controlled than the intestinal 
lesions particularly by the use of emetin bis- 
muthous iodid and acetarsone, so that it seems 
that there is a possibility that we have in our 
hands a method of at least reducing the number 
of cases of hepatic abscess. 

In bacillary dysentery, the form of infection 
which occurs from the ingestion of a bacillus 
dysenteriae, there are various types of infection 
such as the Flexner type, the Shiga type, and so 
on. In this climate bacillary dysentery is much 


/more common than amebie dysentery, so that it 


is decidedly more important as far as its being an 
actual everyday problem is concerned. My ex- 
perience here with bacillary dysentery, so far as 
medical treatment is concerned, up to the present 
time has been decidedly unfortunate. One does 
not usually see the cases early enough for Flex- 
ner’s serum to be of any particular value. If it 
is to be efficacious, it has to be given quite early 
in the disease. The ordinary treatment by in- 
testinal elyster with nitrate of silver, and more 
recently with acriflavine, is not very satisfactory. 
A great many of those cases come to the surgeon 
for sidetracking of the large bowel. All of you 
have your own opinions probably as to the best 
method, so I won’t go into that method of treat- 
ment. 

There is a new method of treatment that offers 
hope that we will be able to combat a great many 
of these cases without surgery, and that is the 
use of bacteriophage treatment. The bacterio- 
phage is an exemplification of the old rhyme that 
De Morgan put forth in his Budget of Para- 
doxes : 

Great fleas have little fleas 
Upon their backs to bite ’em, 


And these again have lesser fleas, 
And so ad infinitum. 


Bacteriophage is an ultra-visible and filterable 
living virus, which, according to d’Herelle who 
first described it, preys upon bacteria; in other 
words, it is a parasite of bacteria. Of course 
that is theoretical, but. there are some things 
about the way it acts which makes it probable 
that it is true. We find that practically all the 
organisms that have been studied so far have a 
bacteriophage, usually found under natural con- 
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ditions in association with the organism, but 
different groups react differently. In some 
groups of bacteria, where you are dealing with 
a group like the streptococcus group or the 
typhoid-colon group, each organism is markedly 
specific to its own bacteriophage, but in other 
groups, (fortunately, the dysentery group be- 
longs to this latter class) if you manufacture a 
_ bacteriophage against one of the group, it 1s 
equally efficacious against all of them. There 
are now on record in the literature a good many 
eases of bacillary dysentery that have been 
treated by bacteriophage with very striking re- 
sults in a good many instances, and I think the 
most pleasing thing about bacteriophage from a 
therapeutic standpoint is the ease with which it 
is given and the fact that it hasn’t any nauseous 
taste, and the patient makes no objection to it 
whatever. It seems extraordinary that in a good 
many of the recorded cases an attack of dysen- 
tery of the bacillary type has disappeared after 
the administration of only 2 or 3 centimeters of 
bacteriophage given by the mouth. It can of 
course be given in other ways, either sub- 
eutaneously or even intravenously. In a good 
many cases of bacillary dysentery, with bac- 
teriophage given in a small dose, there is a very 
rapid and very complete recovery. One could 
hardly expect that to occur if it were not true 
that bacteriophage was a living organism capa- 
ble of reproduction, because it is impossible to 
think that 2 cubic centimeters introduced into 
the intestinal tract could sterilize it of bacteria. 


The third type which I would like to speak 
about, which is perhaps more common than 
either amebic or bacillary dysentery, includes 
the cases of so-called non-specific ulcerative 
eolitis. I am quite sure that I see more of these 
eases than I do of the specific dysenteries. As 
you know, a great deal has been written in recent 
years about this type of colitis by Dr. Bargen, 
of the Mayo Clinic, and he claims to have 
isolated a specific diplococcus. These observa- 
tions of Bargen have not been entirely ¢on- 
firmed. Equally competent bacteriologists have 
been unable to isolate such an organism. Some 
others, it is true, have confirmed his findings, 
but many of them have been unable to confirm 
them, and there are a good many who believe 
that in non-specific ulcerative colitis the specific 
organism is colon bacillus of heightened viru- 
lence, or various other types of organism. 


In these cases some get a certain amount of 
relief from the ordinary colonic irrigation; 
some of them get a certain amount of relief from 
the administration of kaolin, which is a Di- 
atomaceous earth .and acts as an absorbent, but 
many of them come to the surgeon for sidetrack- 
ing of the affected gut. There are one or two 
questions, I think, that arise in these cases as to 
the possibility of relief or benefit from some 
medical treatments that have not been widely 

In one or two of these cases I have had 


Professor Smith, of the Bacteriological Depart- 
ment, make a bacteriophage from the organisms 
that he was able to isolate from the the feces, and 
I have seen some rather striking results. In one 
man, after the administration of a few cubic cen- 
timeters of bacteriophage, the number of daily 
movements was cut down from 24 to 12 within 
a few hours, but a cure did not result. The 
question arises as to whether anything can be 
done in the way of application of methods of 
local immunization as developed for the surface 
of the body, by Besredka, but the difficulty there 
is a technical difficulty and I haven’t quite fig- 
ured out how that could be done. I just bring 
that up as a suggestion. 


Finally I want to say just a few words about 
intestinal tuberculosis. As you know, about 85 
per cent., broadly speaking, of cases of intestinal 
tuberculosis occur in the ileocecal region and a 
great proportion of those are instances of ulcer- 
ative intestinal tuberculosis. Under the Tru- 
deau Foundation, Lawrason Brown and his as- 
sociates have in recent years made a very care- 
ful study not only of the diagnosis of the 
ulcerative type of intestinal tuberculosis but also 
of the treatment, and without going into detail 
it perhaps suffices to say that their conclusions 
are that in this ordinary type, surgical treat- 
ment is distinetly contra-indicated, unless there 
is some unusual complication like stenosis of the 
intestine. But there is one type of intestinal 
tuberculosis, which the surgeons are doubtless 
acquainted with, in which the treatment of 
choice is extirpation, and that is the very inter- 
esting and very extraordinary hypertrophic 
ileocecal tuberculosis. This is a form of tubercu- 
losis which was first described by French ob- 
servers about 1891, but it was a good many 
years after that before it was generally recog- 
nized. I can very well remember the first case 
I ever saw when I was a pathologist in Albany. 
Dr. Albert Vanderveer sent over a specimen 
from the ileocecal region and I described it very 
carefully as a new growth, and was very much 
surprised when I came to examine it micro- 
scopically to find it was typical tuberculosis. 
This hypertrophic tuberculosis of the ileocecal 
region is not confined to the intestinal tract; it 
is sometimes found in the larynx. 

The peculiar thing about this type of ileocecal 
tuberculosis is that it is very often sharply © 
limited to the ileocecal region, but that is not 
always true and it may be associated with 
ulcerative lesions in other parts of the intestine. 
So that an operation for this type of tuberculosis 
should never be conducted without a thorough 
exploration of the entire intestinal tract, that 
you may not only remove the ileocecal lesion but 
also attend to any other ulcerative lesions which 
may be present. Besides its frequent local lim- 
itation, the other thing that is striking about it 
is the lack of ulceration as contrasted with the 


usual form of intestinal tuberculosis. In some 
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of the cases there is very little ulceration but 
simply a tremendous thickening and infiltration 
of the intestinal wall, which stands out almost 
as though it had been starched, and that is what 
led the pathologists even in the early days to 
mistake it for new growth. It was described 
years ago by Hartmann and Pilliet, and recently 
one of Hartmann’s assistants has described a 
ease of hypertrophic ileocecal tuberculosis well 
more than 30 years after operation. The mor- 
tality from the operation (at Hartmann’s 
Clinic) was about 25 per cent. That was not 
the immediate mortality but included patients 
who perhaps lived for a month or two after- 
wards. They report a very considerable per- 
centage, about 50 per cent. of successes, and they 
have on their records patients who are alive and 
well anywhere from 12 to 20 years after the re- 


moval of the ileocecal section of the gut. Of 
course in some cases the same kind of process is 


very much more extensive. . 


There is a recent paper in one of the German 
surgical journals by Briick, in which he reports 
removing the entire large intestine from the 
ileum to the rectum and anastomosing the ileum 
with the rectum, and the patient recovered. 
(Applause. ) 


PRESIDENT Oscoop: The plan of the sympo- 
sium has been, I think, entirely justified by Dr. 
Blumer’s talk, for it is easy to see how important 
the medical aspect of large bowel affection is. 
The symposium will be continued with a paper 
on the ‘‘General Surgical Aspects of Large 
Bowel Affections,’’ by Dr. E. R. Lampson, of 
Hartford. 


SURGICAL DISEASES OF THE COLON* 


BY EDWARD R. LAMPSON, M.D., F.A.C.S.t 


HE subject is so vast that but slight consid- 
eration can be given to the many conditions 
of a surgical nature that affect that portion of 
the intestinal tract. I will therefore do little 
more than mention some of them and attempt to 
give for what it is worth my personal experience 
and a few facts as gleaned from a brief review of 
the eases of carcinoma of the large bowel that 
have occurred at the Hartford Hospital during 
the past ten years. 

The Anatomy and Physiology of the Colon are 
so well known by you all that it will not be 
considered. Among the medical and surgical 
conditions may be mentioned the following: 

Actinomycosis of the Intestines comprises 
about twenty per cent. of actinomyeoses. It gen- 
erally involves either the colon or sigmoid. If it 
occurs in the right colon it closely resembles ap- 
pendicitis. Actinomycosis is found more fre- 
~quently than formerly due to greater care in 
searching for it. 

Volvulus oceurs at any age but is more fre- 
quent between twenty and forty and more com- 
mon among males than females. According to 
Ohman, quoted by Rankin, it comprised sixteen 
and seven tenths per cent. as a cause of intestinal 
obstruction among three hundred eighteen cases 
studied. The essential cause is a long mesentery 
either normally or abnormally as from some con- 
genital deformity or anomaly, and secondly, a 
fixed point about which this volvulus may take 
place. An abnormally mobile right colon as a 
cause of volvulus was beautifully illustrated by 
one of my cases several years ago. The patient, 
a boy seventeen years old, had had several pre- 
vious attacks of abdominal pain from which he 

*Read at the annuel meeting of the New England Surgical 
Society held at New Haven, November 9, 1928, as one of the 
papers of a Symposium on Diseases of the Colon. 


+For record and address of author see “This Week’s Issue,”’ 
page 98. 


recovered. These attacks had been thought to be 
appendicitis. I operated upon him during an 
acute attack and removed his appendix through 
a McBurney incision. The patient did not im- 
prove but continued to get worse and died. An 
autopsy was obtained which showed that there 
had been no rotation of the ascending colon and 
there was therefore an abnormally long mesen- 
tery of this portion of the bowel which had be- 
come so twisted in a volvulus that even at 
autopsy it took ten minutes to unravel the knots 
and twists. The symptoms of volvulus are those 
of any acute intestinal obstruction and the in- 
dication is for surgical interference. The mor- 
tality rate is high according to the best authori- 
ties, being around fifty per cent. 

Intussusception is another acute surgical con- 
dition that must be thought of in consideration 
of the large intestine and demands prompt sur- 
gical intervention. A recent study by Dr. Jarvis 
of cases that occurred in the Hartford Hospital 
showed that it made little difference who the 
operator was or the method employed but that 
time was the important factor and that all cases 
operated upon within twenty-four hours re- 
covered and all cases postponed beyond that 
time died. Therefore it would seem that it is up 
to the pediatrician and the family physician to 
recognize these cases early. 

Congenital Ideopathic Dilatation of the Colon 
or Hirsechsprung’s Disease is a rare condition 
yet it is occasionally met with in the service of 
any large hospital and should be borne in mind. 
True megacolon is a congenital affair and ap- 
pears in early life whereas pseudo megacolon is 
generally due to some form of obstruction. The 
diagnosis in children should be easy. The huge 
abdomen resembling pot belly of rickets, marked 
constipation, the palpation of an abdominal 
tumor mass either in the left side or generally, 
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the x-ray and barium enema as a final aid should 
be so conclusive that few errors in diagnosis 
should be made. However, I have recently made 
such an error. A boy eight years of age was re- 


and lungs normal. No enlargement of the cer- 
vieal, axillary, or inguinal glands. Tonsils are 
enlarged and should be removed. Reflexes 
normal. Abdomen is large and distended, and 


Carcinoma of the sigmoid showing ileum, caecum, ascending and part of transverse colon. 


ferred to me because of the hard masses that 
could be felt within the abdomen. 
examination made in the office was as follows: 


‘Well nourished boy of eight years whose skin 
Heart 


and mucous membranes are good color. 


My phvsical 


filled with hard nodular masses irregular in out- 
line which extend from two inches above the 
umbilicus down to the anterior superior spine 
and probably fill the pelvis. It is a question 
whether the boy has tuberculous enlargement of 
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the mesenteric glands or whether it is some type 
of malignancy such as retroperitoneal sarcoma. 
For the purposes of ascertaining just exactly 
what the trouble is exploratory laparotomy and 
biopsy advised’’. The patient went to the hos- 
pital the next day where x-ray examination was 


nothing could be done for the child. On the 
second day the child was given a cathartic and 
an enema. Two or three watery movements 
were obtained slightly tinged with feces but no 
satisfactory result. Two days later without the 
aid of cathartics the child had an enormous 


> 


Lipoma of sigmoid showing pedicle. 


Transverse section through lipoma of sigmoid. 


made which confirmed the diagnosis of abdominal 
tumor but a barium enema was not given. I 
operated upon the boy, found the pelvis and the 
left half of the abdomen filled with hard tumor 
masses. No specimen could be removed for 
microscopic examination. I assumed that it was 
a retroperitoneal sarcoma and told the mother 


movement, passed seven huge fecal masses which 
unfortunately were not saved for inspection but 
were passed into the toilet which they clogged 
up and caused to overflow. The plumber was 
sent for who had to break up these hard fecal 
masses with a hammer. 

The treatment of megacolon may be medical; 


; 
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catharsis, enemata, ete., or surgical which has not 
been markedly successful, many things having 
been suggested and tried such as plication of 
the colon, coloplexy, colostomy, colectomy, ete. 
Colectomy has been the most successful but is I 
believe too extensive a surgical procedure with 
too heavy a mortality. Recently Drs. Judd and 
Adson of the Mayo Clinic have advocated lumbar 
sympathetic gangliectomy which seems to offer 
more chance of success although to me it seems a 
pretty complicated type of surgery. 
Dwerticulitis occurs both in the small and 
large bowel. ‘ By far the larger number of cases 
appear in the large bowel and it is more fre- 
quently encountered in the sigmoid where are 


required when there is an abscess formation or 
where the diverticulitis is of the obstructive 
type and also when the differentiation between 
carcinoma and diverticulitis is difficult. 

Uleerative colitis, tuberculosis of the large in- 
testine, multiple polyposis can only be men- 
tioned as conditions that may require surgical 
interference. 

Benign tumors of the large intestine are rare 
but do oceur. Their presence is generally un- 
suspected until they obtain a size sufficient to 


}eause obstruction. They may grow from one of 


its internal coats or they may grow upward 
from the mesentery producing obstruction by 
direct pressure as the growth increases in size. 


Microphoto of lipoma of sigmoid. 


about seventy-five per cent. of all cases. The 
symptoms of diverticulitis of the sigmoid may 
give a picture closely resembling an acute in- 
flammatory abdominal lesion or when more 
chronic it may be difficult to diagnose from a 
malignancy of the sigmoid. Even at operation 
it is sometimes difficult to tell whether one is 
dealing with a diverticulitis or a carcinoma. 
This once happened to me where I resected the 
sigmoid thinking it was carcinoma but micro- 
scopic examination of the tumor showed that it 
was not a malignancy but a diverticulitis. A cor- 
rect diagnosis can generally be made by means 
of the x-ray but sometimes a diverticulitis may 
be associated with malignancy, Judd reporting 
nineteen such cases. In the majority of cases of 
simple diverticulitis the treatment should be ex- 
pectant. Surgical interference, however, may be 


-Dewis in the Boston MeEpIcAL AND SurRGICAL 
JOURNAL for 1906* reviewed benign tumors of 
the gastro-intestinal tract. He reported on two 
hundred nineteen cases and divided them as fol- 
lows: Myomata forty, adenomata one hundred 
twenty-seven, lipomata forty-four, fibromata five, 
angiomata three. 

King in 1917 reported in Surgery, Gynecology 
and Obstetrics in looking up 44,645 cases of 
intra-abdominal operations at the Mayo Clinic 
found tumors of the large bowel as follows: 
Lipomata of the colon six, fibromata of the colon 
one, benign polyposis of the colon one and papil- 
lomata of the colon one. This gives a clear idea 
as to the infrequency of benign tumors of the 
intestines. 

I have recently operated upon a lipoma of the 
sigmoid. The patient, a woman forty-two years 

*Vol. CLV, No. 16, p. 427. 
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of age, had a gynecological operation twelve 
years ago and four years ago an operation for a 
hernia. For the last three years she had been 
more or less constipated and attributed her 
difficulty to the hernia operation. This constipa- 
tion had recently been increasing and for three 
weeks previous to her admission to the hospital 
she had not had a movement of the bowels. 
Three or four days before her admission cathar- 
tics and enemas were vigorously tried without 
result. After entering the hospital the same 
methods were ineffectual. She had not vomited, 
she did not look very ill, her color was good 
and blood examination satisfactory. X-ray ex- 
amination by means of a barium enema, how- 
ever, showed that she had an obstruction. There- 
fore, I operated upon her and found that she 
had a tumor of the sigmoid. I resected about 
a foot of the sigmoid being uncertain as to the 
character of the growth. Pathological examina- 
tion later proved the tumor was a lipoma. 

In connection with benign tumors of the large 
intestine I wish to encroach a little upon the 
field of the terminal ileum and report the case 
of a patient that I have just discharged from 
the hospital. She was a healthy young girl, 
twenty years of age, who was sent to me with the 
diagnosis of appendicitis. The first attack oc- 


curred three months previous to operation with 


nausea, vomiting, and abdominal pain in the 
right lower quadrant. This lasted three or four 
days and then subsided. She had a second at- 
tack one month later of much the same char- 
acter. The third attack, three weeks later, was 
very much more severe and the vomiting much 
more pronounced, and protracted than in her 
earlier attacks. Because the patient came from 
a surrounding town and had been referred by 
an extremely competent man, I accepted the 
diagnosis of appendicitis and made a McBurney 
incision. The abdomen was opened and a sau- 
sage-shaped tumor about five inches long in- 
volving the terminal ileum close to the caecum 
was encountered. It was thick, indurated, and 
undoubtedly the cause of the patient’s symptoms 
which we recognized as being due to obstruction 
from this mass and not from appendicitis. It 
was decided’ to do a resection. About a foot 
of the ileum, caecum, the appendix, and one- 
half of the ascending colon were removed and 
immediate end-to-side anastomosis done. . 

Sarcoma of the intestine is much more fre- 
quent in the small than in the large bowel and 
fortunately is not very common. 

Cancer of the Large Intestine is responsible 
for about four per cent. of all deaths from can- 
cer. These are nearly equally distributed be- 
tween cancer of the rectum and cancer of the 
large bowel, carcinoma of the small intestine be- 
ing comparatively rare. It is slightly more fre- 
quent in males than in females according to most 
records and occurs most frequently between 
the fifth and sixth decades. 

Symptoms: The insidiousness of a malignant 


growth of the large intestine is undoubtedly 
the reason that so many of these cases come to 
the surgeon in the late stages when they have 
often advanced to a point where nothing but 
a palliative operation can be done. The symp- 
toms depend upon the location and the charac- 
ter of the growth, and whether obstruction is 
present or not. Growths in the region of the 
caecum give a marked anemia as one of the early 
symptoms. Why this anemia is present with- 
out actual hemorrhage, and more marked than 
in growths in other portions of the large bowel 
is undetermined. It is well, therefore, in 
patients of the cancer age with an undetermined 
secondary anemia, to have a gastrointestinal 
series accompanied by a barium enema to de- 
termine whether any unsuspected cancer of the 
caecum may be present or not. 

In the slow growing cancers in other portions 
of the large intestine than the caecum, there may 
be premonitory symptoms as irritability of the 
large bowel marked by a mucous diarrhea, or al- 
ternating constipation and diarrhea, and also 
oceasionally blood. When this is present, an 
x-ray examination as well as a proctoscopic ex- 
amination should always be made. Without the 
presence of blood but an irritability of the 
large bowel, frequent examinations of the stools 
should be employed for the presence of occult 
blood. This irregularity of the bowels is one 
of the early symptoms and a general lower ab- 
dominal discomfort is often early noted. 

If the growth is in the sigmoid region, an in- 
creasing constipation with a sense of unsatisfac- 
tory evacuation of the bowels is often present. 
I have always felt that the small ribbon shaped 
stools as mentioned in the older textbooks are 
not worth considering as such stools are always 
really due to the rectal sphincter, and I was glad 
to see that Rankin had the same opinion in re- 
gard to them. The diagnosis, of course, should 
be made before a tumor is palpable, or before 
marked cachexia sets in and this must be done 
by means of the history, examination of the 
stools, and x-ray examination. This latter is 
not always absolute but an aid and should be 
so considered. 

Pain, unfortunately, is not an early symptom 
the absence of which is characteristic of car- 
cinoma everywhere. In the cases which become 
obstructed, and often this is the condition when 
these patients are brought to the surgeon, the 
picture is entirely different, and occasionally a 
carcinoma with a small lumen may be obstructed 
by a foreign body as some particle of undigested 
food clogging the lumen. Numerous such in- 
stances are mentioned. I once saw the lumen 
thus obstructed by a large undigested huckle- 
berry. Obstruction, of course, is much less apt 
to occur in the caecal region due to the liquid 
contents that are poured into it by the small 
bowel. | 

Loss of weight is often present and that should 
always be noted in taking a history for any di- 
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gestive disturbance. Cachexia, of course, will 
be found in the advanced cases. 

Dr. Erdman, in a recent article in the An- 
nals of Surgery, speaks of a metallic tinkle heard 
with the ear over the caecal region when the op- 
posite side is sharply pushed towards the median 
line. This sound is due to the collection of fluid 
contents of the caecum with gas above it. He 
considers it an infallible sign. Personally, I 
have not made a practice of attempting to elicit 
this sign. Visible peristaltic movements due 
to obstructive changes can only be elicited in 
individuals with thin abdominal walls. In such 
persons, however, it is often a valuable sign. 

Involvement of the caecum often resembles 
appendicitis and is sometimes brought to the 
surgeon as an appendiceal abscess as was illus- 
trated by one of my cases, Mrs. B. who eighteen 
months previously had had an operation for car- 
cinoma of the right breast, was sent to me with 
the diagnosis of appendiceal abscess, the history 
being that it came on with acute onset eight 
days previous to entering the hospital with 
severe lower abdominal cramps which later 
localized in the right lower quadrant with slight 
fever. ‘The pain during the week gradually 
diminished but she had a slight temperature 
upon entering the hospital with a leukocyte 
count of thirteen thousand, differential 89/11. 
A tumor mass was palpable and I concurred in 
the diagnosis of appendiceal abscess until the 
patient was under the anaesthetic when I found 
that the mass was movable and not firmly fixed 
as it would have been in an appendiceal abscess. 
I therefore made a long right rectus incision and 
encountered a carcinoma of the caecum which I 
resected. The pathologist reported the growth 
a primary adeno-carcinoma and not a metastasis 
from her carcinoma of the breast. 

I have reviewed the cases of carcinoma of the 
large bowel which have occurred at the Hartford 
Hospital in the last ten years. The total num- 
ber was ninety-one which number was a great 
surprise to me as I had imagined that during 
that period there had been many more cases. 

Of these, forty-nine were males, and forty- 
two females. The same number of cases oc- 
curred between the fifth and sixth decades and 
the sixth and seventh, twenty-five in each decade, 
and eight cases occurred between the thirtieth 
and fortieth years which bears out the impres- 
sion that is gaining ground of an earlier inci- 
dence of carcinoma than was formerly thought 
probable. Three of these cases were carcinoma 
of the appendix without involvement of the 
caecum, the tip of the appendix in each case 
presented an abnormal enlargement. The other 
portions of the large intestine involved were as 
follows: the caecum fifteen times; ascending 
colon two; hepatic flexure three; transverse 
-eolon nine; splenic flexure three; descending 
colon six; sigmoid fifty. 

Of these ninety-one cases, fifteen were not 
operated upon, most of them refusing operation 


and leaving the hospital. Four, however, died 
in the hospital and for various reasons opera- 
tion was inadvisable. Eight ileocolostomies were 
done mostly because of the inoperability of the 
primary lesions or metastases. One case, how- 
ever, was done as a first stage of a two stage 
operation but unfortunately the patient died of — 
the ileocolostomy, so the excision was never com- 
pleted. There were twenty-seven resections with 
eleven deaths, a mortality of forty-one per cent. 
All types of anastomoses following resections 
were used; end-to-end, side-to-side, and end-to- 
side, as well as the Mikulicz so-called three stage 
operation. There were thirty-four colostomies 
with fourteen deaths, a mortality of forty-one 
per cent. the same as for the resections. There 
were three cases in which there had been a per- 
foration of a carcinoma of the large bowel, in 
two of these a general peritonitis resulted and 
in the third a localized abscess formed. They 
were all drained but as was to be expected died. 
There was one case in which the abdomen was 
opened and nothing done. The surprising thing 
to me in looking over these cases was, first the 
three cases of unsuspected carcinoma of the 
appendix and the three cases of perforation of 
a malignancy among the series of ninety-one 
eases.. Another interesting fact was the high 
mortality among simple colostomies but this 
was largely due to the excessive age and the 
extremely precarious condition of the patients. 
Subtracting from this list of ninety-one cases 
the three appendectomies and those patients who 
refused operation we have left seventy-three, 
among these there were performed twenty-seven 
radical resections, which gives an operability of 
thirty-seven per cent. 

My own cases, eighteen in number, are too few 
to enable one to come to any conclusion. Of the 
eighteen cases I did a radical operation on ten, 
a cecostomy or a colostomy on six because of 
the definitely inoperable condition existing such 
as metastases to the liver, the mesentery glands, 
or surrounding lymph nodes, an ileocolostomy on 
one, and one case eventually went to another 
surgeon. Five of the ten operations of resec- 
tion were done by the three stage Mikulicz 
operation, and five were resections with 
anastomosis done at the time of removal. Of the 
ten resections one died eight days after opera- 
tion because no ileocolostomy was done and dis- 
tention burst open the suture line. One died 
forty-eight hours after operation due to the 
extremely extensive character of the growth and 
one died eight hours after operation before the 
second stage of a Mikulicz could be completed. 
Of the seven who recovered who had carcinoma, 
one lived between two and three years then died 
of a recurrence, one lived nine months and died 
of a recurrence, one is living and well eight years 
after operation, one five years, one four years, 
one three years and one one year, therefore, of 
the ten radical operations for carcinoma, five 
patients are still alive, a percentage of recoveries 
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of fifty per cent. Not all of my cases were op- 


erated upon in the Hartford Hospital and are 
therefore not all included in the Hartford Hos- 
pital list. 
_ Treatment: The conclusion that I have come 
to from study of these cases, from my own ex- 
perience, from reading, and the observation of 
the work of others is as follows: No radical 
operation should be undertaken in the presence 
_ of an acute obstruction. When this is existent, 
a colostomy should be done at a distance suffi- 
ciently removed from the original growth so that 
a resection of the carcinoma may be easily ac- 
complished later without being handicapped by 
the colostomy. To illustrate; if the growth is 
in the hepatic flexure or transverse colon, a 
cecostomy should be performed ; if in the splenic 
flexure a colostomy in the transverse colon. If 
in the sigmoid a colostomy either in the trans- 
verse colon or well above the growth in the de- 
scending colon should be done. When there 
are no symptoms of an acute obstruction, it is 
safe to do a one stage anastomosis on the right 


colon or transverse colon, but I believe it should 
always be accompanied by an ileostomy to pre- 
vent distention from gas, so as not to cause a 
rupture of the suture line. On the left side of 
the colon I believe that the three stage or 
Mikuliez operation is to be preferred as has been 
advocated by Peck and Erdman and others, al- 
though I am well aware that at the Mayo Clinic 
and as advocated by Rankin the greater number 
of their carcinomas of the sigmoid and left colon 
are removed by a single operation. I believe 
that we should take desperate chances in these 
cases and increase our operability because we 
will in the end save more lives although we may 
have had higher operative mortality. 
(Applause. ) 


PRESIDENT Oscoop: Gentlemen, the third and 
last paper of the symposium will be by Dr. 
William Verdi, of New Haven, through whose 
hospitality we are holding the meeting at this 
Hospital of St. Raphael which he is the chief. 
(Applause. ) 


SURGICAL ASPECTS OF LARGE BOWEL 
AFFECTIONS* 


BY WILLIAM VERDI, M.D.t 


| understood that I was supposed to give you 
: what is commonly known as a dry clinic, and 

for that reason I have gotten together a large 
number of cancer cases which involve the human 
body from the mouth to the rectum. . 

I think that which I would like to speak to 
you mostly about is cancer of the rectum. We 
have all had experience with the different types 
of surgical disease of the large intestine, such 
as enumerated by Dr. Blumer, and while there 
are quite a few cases present of cancer of the 
sigmoid and hepatic flexure, I think those opera- 
tions are more or less easily performed by sur- 
geons who have the requisite amount of skill. I 
mean by that that the operations of the sigmoid 
and the colon, structures that are easily ex- 
plored, are more easily operated upon than can- 
cer of the rectum. Cancer of the rectum is a 
fixed structure; it has no mesentery; it is in- 
timately associated with the bladder, the vagina, 
the uterus, and the prostate, and its removal re- 
quires considerable skill. That is, if one tries 
to re-éstablish the continuity of the intestinal 
canal, the operations of Jones of Boston and 
Coffey are operations which leave a patient 
with a permanent colostomy. I do not wish it 
to be understood that I am a person who does 
not believe in radical surgery for cancer.’ I be- 
lieve that when a diagnosis of cancer has been 
made, the surgeon should perform the most 
radical operation that he has at his command 
and take no chances of leaving anything behind. 


*Read at the annual meeting of the New England Surgica/ 

Society, New Haven, Conn., November 9, 1928. 

f ey Apa and address of author see “This Week’s Issue,” 
page 9 . 


A good number of cancers of the rectum are in 
men under 60, and if vou leave them with a 
permanent colostomy, they are unable to gain 
a livelihood. We know that people with 
colostomies are comfortable and happy, but they 
have a certain amount of repugnance to work- 
ing with other men, and the people with whom 
they work often do not like to be near such a 
person. 


Cancer of the rectum is not such a malignant 
disease as cancer of the tongue or some types 
of cancer of the stomach. There have been a 
great many cases—and I can show you a num- 
ber of them—with large, inoperable cancers of 
the rectum attached to the pelvis and bladder 
and prostate, where a simple colostomy was 
performed, and they have lived 6 or 7 years 
before the final fatal issue arrived. There is 
one man out there now who was operated on 
some 9 years ago. He had a colostomy per- 
formed and a Kraske, but no effort in his case, 
on account of the size of the tumor, was made 
to re-éstablish the continuity of the bowel. The 
great danger, of course, in cancer of the rectum 
is stricture, if you try to re-éstablish the con- 
tinuity of the bowel. That seems to be the great 
bugbear of any attempt to re-éstablish the con- 
tinuity. 

I have succeeded in several cases, which I can 
show you this morning, where the rectum has 
been removed by a Kraske and the continuity re- 
éstablished, and the patients are alive now 1, 2 
and up to 8 years, with no sign of recurrence. 
The pathological diagnosis has always been con- 
firmed ; there is no question about the diagnosis. 
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The diagnosis is on record and the pathological 
specimens are on record. 

Several patients were then shown. 

We happen to have in the hospital two cases 
now; one case that was practically ready to be 


good and healthy, and is working every day. He 
is a waiter. Just imagine what a predicament 
he would have been in if he had had to wear 
a permanent colostomy in his particular job. 
How long ago were you operated upon, Mr. 


discharged, and I will be very glad to show| Rosen? 


him to you. Mr. Coes had a Kraske performed. 
He had a tumor of the rectum of the posterior 
wall. It was close to the sphincter. You could 
have felt it just as the finger entered the anus. 
Of course I wish you to understand that the 
first operation is always a colostomy. A 
colostomy was performed first. There is the 
wound almost healed. The operation performed 
on that man was one of the most successful we 
have had. The tumor was low. The whole 
cylinder of the rectum was removed and the 
rectum brought down and an attempt made to 
preserve the superior hemorrhoidal which comes 
down on the posterior wall, which maintains the 
blood supply to the end of the bowel. That is 
very important. If that artery is tied high, you 
get a sloughing of the lower end of the rectum 
and the attachment of the sigmoid when you 
come on down through the levator and out 
through the margin of the skin, the muco- 
cutaneous border, the same as you do for a 
Whitehead operation. That is the type of opera- 
tion that was performed on that man. 

This woman had a much larger tumor of the 
rectum. She was done about 2 weeks ago. She 
had her primary colostomy, and after about 2 
weeks the rectum was removed through a Kraske 
here, and there is what has happened, a thing 
which happens with most of the patients: The 
lower edge of the rectum sloughed. This is the 
bowel opening right there, (pointing to the open- 
ing) but the wound is perfectly clean. As soon 
as the wound is in a better surgical condition, 
another effort will be made to loosen up that 
portion of intestine and bring it down and re- 
attach it to the anus. You can see the pyloric 
control there. It is perfect. 

Here are three patients upon whom that op- 
eration was done, and you can.ask the gentle- 
men any questions you would like. 

How long ago were you operated upon, Mr. 


ing? 

Mr. Kine: A year ago last June. 

Dr. VERDI: How are your bowels now? 
Mr. Kina: They are very good, after taking 


those pills that you gave me the prescription 
for. Once in a while they physic me a little, and 
when they do there is a slight heat there for 
an hour or two afterward, but when that clears 
up, I am practically all right. 


Dr. VERDI: Do you have to take a laxative 
all the time? 

Mr. Kina: Every other night. 

Dr. VERDI: How much do you weigh now? 

Mr. Kine: I weigh 140 pounds. 

Dr. VERDI: He is working every day. 


Mr. Pickett has had the same type of opera- 
tion. He can tell you how he feels. He looks 


Mr. Rosen: Nine years ago. 

Dr. Verp1: This man had a carcinoma of the 
rectum high up at the sigmoid junction. The 
operation performed on him was a high opera- 
tion; that is, through the abdomen, ard, strange 
to say, a one-stage operation, a resection, an 
anastomosis, and there is the result after 9 
years. 

How are you? 
Mr. : I am fine. 

Dr. Verpi: Do your bowels move every day? 

Mr. Rosen: My bowels move every day. 

Dr. VerpI: Mr. Slattery, how long ago were 
you operated upon? 

Mr. SuatTery: Seven years ago. 

Dr. Verdi: How much did you weigh when 
you were operated upon? 

Mr. Suattrery: About 165. 

Dr. Verp1: How much do you weigh now? 

‘Mr. Suatrery: About 190. 

Dr. Verpi: Here is one of our more recent 
eases. Are you working every day, Mr. Gray? 


Mr. Gray: Yes. 
Dr. VerpI: How are your bowels? 
Mr. Gray: Very good. I take a laxative 


about once or twice a week. 


Dr. VerpDI: Have you got good control? 

Mr. Gray: Yes. 

Dr. VERDI: How long ago were you operated 
upon ? 


Mite. Gray: A year ago last April. 

Dr. VeErpiI: All those were Kraskes, except 
the little fellow. All were restorations, with con- 
tinuity of the bowel. There were no colostomies 
on any of those men, with the exception of the 
short, man who had a one-stage operation. 

Dr. P. E. TRUESDALE: Wasn’t there a tem- 
porary operation? 

Dr. VERDI: No, a one-stage operation. Every 
single case had a colostomy first, except that 
little man. The others all had the initial opera- 
tion, the first-stage operation of the colostomy, 
and then after 10 days or 2 weeks a Kraske was 


performed. 
Dr. E. R. Lampson: Did it voluntarily close? 
Dr. VERDI: No, it has to be closed. I bring 


the two ends up and after the Kraske incision 
is entirely healed and the man in good condi- 
tion—I mean by that, that he must have gained 
considerable weight and be in pretty fair health 
—the colostomy is closed. Those are cancer of 
the rectum. The way I go about doing those 
operations I think might interest you. 

Usually I do a median laparotomy for the 
purpose of exploring. I explore the lymphatics 
of the mesentery, the liver, and the attachments 
of the growth outside in the pelvis. Then I am 
governed accordingly. If I find a tumor that 
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is densely adherent to the prostate and the blad- 
der, it is perfectly obvious that I can’t do any- 
thing with a case of that sort unless I remove 


the bladder, the prostate and everything, so a}| 


simple colostomy is performed and the patient 
is advised to go on without any further opera- 
tion. There are quite a few patients around 
‘New Haven and vicinity who are living in that 
condition now. After the colostomy is per- 


formed and you find a case that you think is a} 


favorable one for operation, after about 10 days 
or 2 weeks a Kraske is done under local anes- 
thesia. The Kraske operation is a serious opera- 
tion under a general anesthetic because they 
are more or less considerably shocked. I started 
oft to do a sacral anesthesia, but in sacral anes- 
thesia the matter of finding the different 
foramina and injecting them one after another 
takes considerable time. A few of the cases 
were done that way. However, afterward in 
working I found that it was a simple matter to 
remove the coccyx under a local infiltration 
anesthesia and open up the sacral canal, and 
a long hypodermic needle is introduced into the 
sacral canal and pushed up as far as the needle 
will go, and infiltration of the nerves of the 
sacral canal obtained in a very short time. The 
result is a perfect anesthesia of the lower por- 
tion of the perineum and the pelvic cavity. Most 
of the operations were done in that way. There 
is very little shock following the operation and 
the patient has seemed to get along fairly well; 
in fact, I don’t remember in the last 2 years a 
single fatality following the operation itself. 

There are a few cases of cancer of the sig- 
moid. These two cases are both cases of can- 
cer of the sigmoid, except that Mr. Freedman 
had quite a large tumor and it was attached to 
the bladder so firmly on the left side that de- 
tachment was done by an electrocautery knife. 
It is now three years since he was operated upon 
and he has been perfectly well ever since then. 

Mr. Gray, how long since you were operated 
‘upon ? 


Mr. Gray: Six years now. 

Dr. Verpi: Are you feeling pretty well? 
Mr. Gray: Yes. 

Dr. VERDI: Those were two-stage operations. 
There are a few other surgical conditions. 


There is one case of cancer of the larynx. Here 
is the star patient. I think it is an interesting 
ease to see. Cancer of the larynx, as you know, 
is more or less of an operation of some magni- 
tude, and when you have a patient alive and 
well 13 years and he can speak enough to make 
me understand him; that is, I can understand 
him when he speaks, it is really very gratifying. 
He has tried the different voice boxes that have 
been invented and put on the market, but he 
hasn’t been able to articulate them very well. 
As a matter of fact, they are very difficult to 
work and very few people can use them. He was 
operated upon 13 years ago and had a recur- 
rence in the upper end of the trachea near the 


wound and had to have a secondary operation. 
He has been perfectly well ever since then. He 
doesn’t wear a tube. 

There is a case of tumor of the larynx that 
we did in the hospital only 2 weeks ago. If you 
would care to see the condition 2 weeks follow- 
ing operation, I would be very glad to show 
him to you. 


PRESIDENT Oscoop: Gentlemen, Dr. Verdi 
says there are several other cases of cancer of 
the various parts of the body which he will be 
kind enough to show after the discussion. 

Dr. VerpI: I didn’t go into the details of 
the operation for the removal of the colon be- 
cause, as I said before, it is more or less of a 
simple operation to do a resection of the large 
colon above. Where you can deliver the colon 
and see everything you are doing and follow 
each step systematically and orderly ; where you 
have perfect control of bleeding, an operation 
done under those conditions is much easier than 
an operation done through an incision in the 
back. 

I want to say in those Kraske operations the 
coecyx is removed and about two or three seg- 
ments of the sacrum. That seems to give an 
opening sufficiently large to be able to dissect 
out the rectum and bring the colon down. The 
greatest difficulty, of course, is the mobilizing of 
the colon. That is the most difficult part of the 
operation, the mobilization of the upper rectum 
and lower sigmoid. Sometimes one encounters 
frightful difficulty in doing that, and the dan- 
ger of interfering with the blood ‘supply in try- 
ing to pull that part of the intestine down is 
quite considerable. . 


I thank you, gentlemen. ( Applause. ) 


PRESIDENT Oscoop: Gentlemen, due to an 
emergency, Dr. Brewster was unable to be here 
and open the discussion. In his place Dr. Al- 
len, who has been associated with him and who 
has talked with Dr. Brewster concerning these 
conditions, will open the discussion. We will 
eall upon Dr. Arthur W. Allen, of Boston, to 
open the discussion. 


DiscussIONn 


Dr. ArtHUR W. ALLEN: Mr. Chairman and 
Gentlemen—I am very sorry that Dr. Brewster 
isn’t here to give his own discussion, because 
you can easily imagine that it is rather difficult 
to quote him correctly. 

During the time when he was doing a consid- 
erable number of colectomies for various func- 
tional disorders, I was associated with him in 
his work and saw and helped him at a good many 
of these operations. He did about 25 of these 
cases, about half of them for epilepsy and the 
other half for various intestinal conditions such 
as ileal stases and cecum mobile, and disorders 
of that kind. This consecutive series of cases 
was done without mortality. Then due to the 
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fact that some arthritics were getting benefit 
from colonic irrigations, it was felt that perhaps 
some of these cases might be subjected to 
colectomy with safety. Four cases of arthritis 
were operated upon, their colons removed, and 
two of these cases died. The two that survived 
did not get any benefit from the operation. Ap- 
parently the cases of arthritis that received bene- 
fit from colonic irrigations were of a milder 
grade, and only the very severe and more hope- 
less cases were subjected to this operative pro- 
cedure. 

Dr. Brewster feels that colectomy is absolutely 
unjustifiable for functional disorders. These 
eases of epilepsy and ileal stasis and cecum mo- 
bile were not benefited over any great length 
of time; that is, to a sufficient extent to war- 
rant the operation. 

He does the operation very easily and very 
skilfully and in an incredibly short time. From 
this experience, he has arrived at certain con- 
clusions about the operative technique of colec- 
tomy and the type of anastomosis preferable. 
In addition to the above, he has resected the 
colon in 17 eases of cancer, not including the 
rectum, and 7 of these 17 cases are alive and 
well over 5 years. 

He believes that in obstruction a preliminary 
drainage operation should be done, particularly 
if the obstruction is in the left colon, agreeing 
with Dr. Lampson in that respect absolutely. 
On the other hand, a great many of his right 
eolectomies for obstruction were done as a 
primary procedure, a one-stage operation, and 
a great many of them did not have ileostomies, 
but many of them, I can assure you, had pretty 
stormy convalescences. A great deal of the 
after treatment fell on my shoulders and the 
eases did better if they had preliminary drain- 


e. 

The total number of resections of the large 
bowel for all of the diseases which he has done 
is 54. There is one condition in which he be- 
lieves right colectomy is still a justifiable pro- 
cedure, and that is the semi-obstructed, or par- 
tially obstructed patients from adhesions and 
old inflammation in the region of the cecum. 
These chronic obstruction cases have done ex- 
tremely well with right colectomy, and this 
operation can be done without any great amount 
of danger. He thinks that a lateral anastomosis 
is far preferable to end to end anastomosis in the 
large bowel, the blood supply being rather pre- 
carious so that an end to end suture is much 
more apt to leak. In a lateral anastomosis if 
sloughing does occur it takes care of itself, or 
occasionally requires the drainage of an abscess. 

I would like to add that I have been very 
much interested in these papers this morning 
and I think that we can agree with Dr. Lamp- 
son’s conclusions in general on surgery of the 
colon. I think Dr. Verdi’s cases are very un- 
usual; they are remarkably good. (Applause.) 

Dr. F. B. Lunp: I haven’t had a very large 
experience with surgery of the colon but I have 


been doing it for a good many years. I was 
very much interested in Dr. Blumer’s paper. 
I have done a number of ileostomies for chronic 
colitis and I have had very satisfactory results, 
but as Dr. Johnson spoke of acute colitis, I 
would like to speak of a case which occurred 
recently in the practice of Dr. Charles Lund. 
This was a young woman who had been recently 
operated on for hemorrhoids, who had the most 
acute colitis I ever saw; constant discharges 
of pus and blood, with a high temperature, and 
whenever you passed a tube into her rectun, al- 
though she was having these constant discharges, 
there would be an explosion of stinking, dark 
brown, purulent material out of that rectum. 
Her condition was very serious; she was dis- 
tended, and it had been going on for about two 
weeks. She was seen in consultation with Dr. 
Jones, who had advised an ileostomy, which 
Dr. Charles Lund performed, and at the same 
time the sphincter was divided with a cautery 
so that nothing more would accumulate in the 
rectum. 

That young woman was so ill that she had to 
have two transfusions done. It is now three 
weeks from the time of the operation and she is 
improving. I have never seen ileostomy done 
for an acute colitis under those circumstances. 

In regard to cancer of the colon, I have seen a 
great many of them in old and feeble patients, 
and I think the Mikulicz operation is a life saver, 
especially as you do not-have to have an anes- 
thetic to do it. With a spinal anesthesia you 
can draw the cancer out and you don’t need 
to open it at a distance from the growth be- 
cause if there is obstruction, you can open it 
just above the growth, where you bring it out 
through the original colostomy wound. Then 
it can be amputated 10 days later without any 
anesthetic at all, and then a Mikulicz clamp put 
on, which has to stay on from 4 days to 13 days. 
The last time I used it, the clamp didn’t come 
out for 13 days. A third operation usually has 
to be done to close the fecal fistula. This may 
be done under spinal anesthesia with excellent 
satisfaction, and your patient has been through 
the three operations without a general anes- 
thesia. 

I agree with Dr. Brewster that the day of the 
colectomy for functional disorders has absolute- 
ly passed. Recurrence is often slow in cancer 
of the left side of the colon. I agree that lateral 
anastomosis is better in the large intestine than 
end to end anastomosis in the majority of cases. 

About cancer of the rectum, I used to try 
to do these operations that Dr. Verdi has shown 
so well and I have gotten away with them and 
restored continuity. In the first case he showed, 
where it was at the very lower end of the rec- 
tum, it is beautiful; you can do it easily, but 
if it is high: up behind the sacrum, to get it 
down and restore your continuity is a very diffi- 
cult job, as he said. 

I have had perhaps a more fortunate experi- 
ence with artificial anus in connection with the 
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removal from below of cancer of the rectum ac- 
cording to the usual method, with a permanent 
colostomy. Some of the patients are very com- 
fortable and pursuing their work as physicians 
without being obnoxious to their patients. You 
certainly can be sure of a complete all around 
removal of a carcinoma where you do an artifi- 
cial anus and sweep the whole thing out from 
down below. If we were all as skillful as Dr. 
Verdi, perhaps we would do more of these 
restoration operations, but as the cases have 
presented to me, I find them, as he says, very 
difficult, and prefer to take perhaps a little 
the less risk and make an artificial anus. 


Dr. F. B. Sweet: In the first place I wish 
to disagree with my friend Dr. Johnson as to 
the undesirability of caecostomy as a prelim- 
inary stage in malignant disease of the colon. 

We have used the procedure in practically all 
of our left colon cases. The Jones technique 
has been followed and the results have been uni- 
formly satisfactory. The series of cases which 
Dr. Verdi has shown is a most remarkable one. 
It would be difficult to duplicate such operative 
results in any clinic, anywhere. We have en- 
joyed a great privilege in seeing them. 

Our experience with operative malignancy of 
the colon has been small compared with that 
of many elinics, but the number of cases has 
been sufficient to test the methods employed in 
their management and stimulate the keen inter- 
est in our group. 

About thirty-five patients have been operated. 
Thirteen of this number are alive and well. The 
youngest patient was fourteen, the oldest eighty. 
The living patients were operated during the 
last ten years, the time elapsing since opera- 
tion varying from ten years to a few manths. 

I would disagree with Dr. Allen when he in- 
timates that right colectomy is a safe and sim- 
ple operation. On the contrary, it carries an 
operative mortality ranging as high, in some 
series, as forty per cent. 

Dr. E. P. Ricuarpson: I think Dr. Verdi is 
certainly to be congratulated on the splendid 
results he has shown in carcinoma of the rec- 
tum with preservation of the sphincter. 

In the treatment of cancer of the rectum, 
various factors appeal to different people with 
varying degrees of force. I have always felt 
that colostomy perhaps was not such a terrible 
disadvantage, and that the complete removal 
obtainable through excision of carcinoma of the 
rectum and adjacent tissues, followed by 
colostomy, was in the long run a greater ad- 
vantage to the patient than the colostomy was a 
disadvantage. Recently, on account of the high 
mortality in cancer of the left colon, I have ex- 
tended permanent colostomy to cancers low in 
the pelvis, cancers of the rectosigmoid junction, 
just above the floor of the pelvis within the 
peritoneum. Anastomosis there deep in the pel- 
vis is very difficult and carries a high mortality. 
I have felt that it wasn’t worth while taking 


that risk, although it could be done. Therefore, 
in such cases I divided off the rectum as low as 
possible and pulled out the tumor and sigmoid, 
leaving the patient finally with a permanent 
colostomy. 


Dr. E. H. Risuey: I would like to ask how 
often it has been the experience of the men 
present to see a double, separate carcinoma, for 
instanee, of the sigmoid in practically the same 
section? The reason for my question is a re- 
cent experience which was rather unusual. 

I had a man 62 years old who had lost about 
50 pounds in weight in 6 months, who had re- 
peated and increasingly severe attacks of acute 
abdominal pain, first general, then becoming 
localized in the right lower quadrant. He had 
had an appendectomy some 35 years ago, and 
the fact that his attacks were so acute led me 
to believe that there was a mechanical obstruc- 
tion probably due to a band, but a bismuth x-ray 
showed a typical filling defect in the lower sig- 
moid and another suspicious filling defect higher 
up nearer the sigmoid flexure. At operation the 
liver was explored first and found studded with 
small nodules of apparent carcinoma, and a per- 
fectly definite napkin-ring carcinoma about 3 
inches below the splenic flexure, and a similar 
napkin-ring growth just above the recto-sigmoid 
junction. 

This man was in poor condition and, because 
of the difficulties, the quickest operation I 
thought I could do was done, which was an 
anastomosis between the cecum and the sigmoid 
just below the distal growth, with a Murphy 
button. I know that is not a typical operation, 
but the man passed his Murphy button on the 
14th day, has gained 25 pounds in weight, and 
is up and about his business at the present time. 


Dr. B. H. Atron: I would like briefly to re- 
cite a case that I operated on about 14 days 
ago. It is one of the rarer large bowel affec- 
tions, known as Hirschsprung’s disease. This 
boy is 12 years of age, has always had a promi- 
nent abdomen, and for a number of years he 
has had incontinence. The x-ray examination 
showed a markedly dilated rectum, sigmoid and 
descending colon with a portion of the trans- 
verse colon involved. This dilatation completely 
filled the abdominal cavity transversely. 

Exploration showed the rectum, sigmoid and | 
descending colon dilated to twice the size of 
a football completely filling the abdominal 
cavity anteriorly. Operation consisted of the 
removal of this dilated area, leaving the rectum 
the size of a small grapefruit and enough trans- 
verse colon to bring down to the rectum and 
to do a lateral anastomosis. 

This ease had other anomalies than the one 
deseribed. The cecum was well up under the 
liver. The transverse colon ran more or less 
straight across the abdomen and passed under- 
neath the root of the mesentery. Beyond this 


point there was an excessive amount of trans- 
Just beyond the root of the 


verse colon. 


| 
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mesentery the transverse colon showed a marked 
dilatation. At this point the distal portion was 
removed with the dilated area that I have de- 
seribed. The transverse colon was then drawn 
from under the root of the mesentery and 
brought down and anastomosed to the rectal 
pouch. This procedure did not interfere with the 
blood supply. 

This boy also had a limited amount of small 
intestine. I would guess about one half the nor- 
mal amount. This condition would likely ac- 
count for the liquid contents in the dilated colon 
and therefore a soft dejection rather than a 
constipated one. 

Following the operation the boy has done 
fairly well, with the exception of an occasional 
mild distention, which is relieved by clearing 
the rectum by a mild irrigation. The muscle 
control of the rectum is lost, the boy is unable 
to have a voluntary movement. Because of his 
age, it is possible that later the muscle-tone may 
return and a satisfactory result obtained. 


Dr. R. C. CocHrane: Apropos of the case 
Dr. Risley just quoted, about 5 years ago I had 
a man in the twenties with a carcinoma of the 
large bowel. This chap had a great loss of 
weight; he had terrific attacks of colic, and when 
I opened him up I found that he had a double 
carcinoma of the transverse colon. As in Dr. 
Risley’s case, he had two annular carcinomas 
in the transverse colon, about 8 or 10 inches 
apart. I resected practically the whole of the 
transverse colon. There were no metastases that 
I eould determine at the time. Then I closed 
the ends of the bowel and did the anastomosis 
by the lateral method. He did very well for 
quite a while. I followed him for about 2 years 
and he gained 25 or 30 pounds in weight and 
was able to go back to his work as a telephone 
linesman, but eventually he developed metastasis 
in his abdomen and rapidly went downhill and 
died. The fact that he was a comparatively 
young man bears out what we all know, namely, 
that the younger the patient, the more malignant 
the type of cancer. 


Dr. Davin CHEEVER: Mr. Chairman, I think 
we have had a most admirable presentation of 
the admittedly medical aspects of the diseases 
of the large intestine and also of some of the 
surgical aspects in the primary papers. But I 
feel as though we haven’t had quite enough 
presentation of the borderline cases, by which 
I mean the chronic colitis, the chronic constipa- 
tion, the chronic intestinal stasis, and so forth, 
unless indeed we are all agreed that the so- 
ealled functional disturbances of the large in- 
testine are not definitely surgical in their pos- 
sibilities. But I would like to ask whether 
chronie colitis is definitely a functional disturb- 
ance? We know that in a large number of cases 
it is a fatal disease if it isn’t stopped in some 
way, and medical treatment seems to be very in- 
efficient. 


I have two patients under my care just at this 
moment. One is a young woman in whom a 
courageous attempt has been to correct chronic 
intestinal stasis and intestinal toxemia, by a 
series of operations: first a cecostomy with irri- 
gation; then a right colectomy; then a partial 
colectomy; then a complete colectomy. These 
operations have been interspersed by others de- 
signed to relieve acute intestinal obstruction. 
(Laughter.) The present situation is that the 
patient returns to the hospital every few months 
with an attack of acute obstruction, and as there 
isn’t much more that we can do surgically, we 
manage to tide her over with starvation and 
supplying saline solution by hypodermic clysis, 
and so on. She is in the hospital now and she 
is likely to become a chronic morphine addict. 
I am going to ask Dr. Brewster and Dr. Blumer 
to come and see us in consultation and tell 
us what to do. 


The other patient is a middle-aged man in 
whom about 8 years ago an ileosigmoidostomy 
was done for chronic intestinal stasis. He is the 
most miserable man you ever saw. He has 
progressively lost weight; he has a distended 
abdomen, and he certainly is the picture of what 
Arbuthnot Lane has ealled ‘‘intestin-al stasis,’’ 
whatever that is. (Laughter.) We have had 
to make a permanent cecostomy to enable him 
to wash out the accumulation in his colon. 


I want most emphatically to disagree with Dr. 
Richardson and Dr. Lampson about the 
colostomy. Like everybody here, I have such 
patients, one of whom is a motorman who is 
actively pursuing his occupation; another is a 
lady who comes into town frequently from a 
distance of 10 miles outside of Boston; goes to 
the matinee; has lunch, and has no difficulty 
of any moment at all. 


In the interests of historical exactness, I would 
just like to pass on for your approval a cor- 
rection that was made to me by Sir Charles 
Ballance. It was with reference to an opera- 
tion that has been spoken of here as the Kraske 
operation. The operation described by Kraske 
and which goes by his name did not contemplate 
the opening of the colon at all. It is purely 
an operation from below. It is the German 
operation of choice for carcinoma of the rec- 
tum and is very satisfactory. 


Dr. E. R. Lampson: I have nothing more to 
say except I should like to agree with Dr. 
Cheever as to permanent colostomy. I have sev- 
eral patients who don’t mind it. I have one 
woman who had a carcinoma of the yagina and 
who was treated with radium. The carcinoma 
was cured, but the radium caused a burn in the 
posterior portion of the vagina and she had a 
fistula between her rectum and vagina. She was 
perfectly miserable. For the purpose of mak- 
ing her life happier, I made a permanent colos- 
tomy. She takes an irrigation in the morning; 


or 


J 


Volume 201 
Number 2 


NEW ENGLAND SURGICAL SOCIETY—DISCUSSION 


81 


puts a piece of gauze over her colostomy and 
has no trouble during the day. 

I had another case where a Mikulicz operation 
was so comfortable with a colostomy, that she 
refused to have it closed. It was 8 years ago 


that the operation was performed, and she 
travels all over New England by automobile 
in the summertime and has a perfectly happy, 
comfortable time. 

The meeting adjourned at eleven o’clock. 


MEMORANDUM OF A CONFERENCE ON MENTAL 
DISEASE STUDIES 


On June 24 in the office of the National Commit- 
tee for Mental Hygiene a conference on studies re- 
lating to mental disease was held. The following 
were present: Dr. Frankwood Williams and Dr. 
George K. Pratt of the National Committee, Doctors 
Casamajor and Lay, psychiatrists of New York City 
and Mr. Carter, statistician of the Committee on 
the Cost of Medical Care. 

Four possible studies were discussed in detail by 
the group. 

(1) The Extent of Serious Mental Disturbances 
Among College Freshmen in Selected Institutions. 
It was pointed out that there are good departments 
of mental hygiene in Yale, Minnesota and Vassar 
and these institutions, through work already done 
and in progress, can doubtless supply data as to 
the number of cases of serious mental disturbance in 
their freshman classes. From Smith College and 
the University of Vermont it may be possible to 
secure similar information. The Universities of 
Pittsburgh, Michigan and Wisconsin are anxious to 
establish mental hygiene departments as soon as 
competent men can be secured. Wisconsin and 
Michigan have been looking for some years for the 
right sort of men to head up their work. Such men 
are extremely difficult to find and consequently there 
are these long delays. 


It seems best in this study of college freshmen to 
gather up the material available and then plan the 
next step. It will not be possible at this time to 
set up studies in other institutions for the coming 
fall, due to the scarcity of men. During the next 
winter, however, it will be possible to line up sev- 
eral institutions where competent men can get the 
information we desire. 


(2) The Number of Cases Entering Clinics for 
Treatment of Physical Disturbances although Pri- 
marily Mental Cases. Doctor Stevenson of the 
staff of the National Committee, working in con- 
nection with the gastro-intestinal clinic of the Cor- 
nell Medical School, found that a large number of 
the cases handled are really mental cases. It was 
suggested that perhaps a half dozen gastro-intestinal 
clinics in different parts of the country be studied 
to see whether these conditions are general. It 
was further suggested that several V. D. clinics, 
heart clinics and pediatric clinics be studied in a 
similar manner. 


The National Committee, acting through either 
Doctor Williams or Doctor Pratt, will be glad to 
communicate with competent psychiatrists in dif- 
ferent parts of the country and to ascertain through 
them the names of clinics where the director would 
co-Operate in such a study. Before such corres- 
pondence takes place it was agreed that the general 
plan of this study be submitted for the approval 
of the executive committee of the Committee on 
the Cost of Medical Care. In this connection the 
financial side of the study was discussed by the 
group. It was pointed out that a competent psychia- 
trist to study a clinic would need to be paid at a 
rate of about $7,000 a year. It would probably be 


possible to secure such a psychiatrist on half-time 
for a period of two months to study the cases go- 
ing through a given clinic during that period. There 
would thus be an outlay of about $600 to study each 
clinic, plus a small amount for incidental expenses 
if the clinic itself were not in a position to bear 
such incidental expenses. It would seem best to 
start this study in a modest way with a few clinics 
through such personnel as may be available and to 
expand the number as personnel and co-dperating 
clinics are found. The National Committee for 
Mental Hygiene has no funds available for this or 
the other studies discussed. 

(3) A Study of Patients now in Private Institu- 
tions for Mental Diseases, with particular reference 
to the amount of money and time wasted by such 
patients as a result of treatment before the psycho- 
neurotic nature of the symptoms was recognized. It 
was agreed that a carefully written letter enclosing 
a schedule of questions would bring the desired in- 
formation from a selected list of private institutions 
handling primarily psycho-neurotic patients. It was 
pointed out that personal contacts of the co-dperat- 
ing psychiatrists would greatly facilitate securing 
the desired information. Mr. Carter agreed to sub- 
mit a schedule for criticism and amendment to Doc- 
tor Williams and Doctor Pratt after which it will be 
prepared for use with a selected list of mental in- 
stitutions. Several private institutions were sug- 
gested as important in this connection because of 
the following physicians in charge. Doctor Riggs of 
Stockbridge, Massachusetts; Doctor Prout at Sum- 
mit, New Jersey; Doctor Armstrong at Katonah; 
Doctor Foord at Kerhonkson; the successor of the 
late Doctor Hall at Marblehead; Doctor Gerry at 
Bethel, Maine and Doctor Lunt in New Hampshire. 
Doctor Hallock also has an important institution for 
psycho-neurotics. The letter to be sent these in- 
stitutions should stress the selective nature of the 
study and that only those institutions with the high- 
est standards are included for study. 

(4) A Careful Study of all Institutional Statistics 
Bearing upon Mental Diseases in order that a more 
adequate picture than is now available may be pro- 
cured as to the extent and need for the institutional 
care of mental cases. It was pointed out that a 
recent study was completed in New York City by 
the National Committee and collaborating agencies 
of the number of cases coming to out-patient de- 
partments of mental clinics. The number of cases 
was surprisingly large. This study cost between 
$2,000 and $2,500. As to institutional statistics it 
was thought that the most profitable procedure 
would be to talk over in detail all suggested studies 
with Doctor Horatio M. Pollock. Any work in this 
direction need not get under way until the fall. 

Doctor Williams agreed that it would be highly 
desirable to have a committee of eminent psychia- 
trists supervise and review all studies that we may 
do relating to mental diseases. He agreed to pro- 
ceed with the gathering together of such a com- 
mittee in the fall, it being unwise to approach these 
men at this time for further committee work. Our 
studies will gain greatly in prestige if they have 


names of such men as William A. White as the | 


sponsors and supervisors of the work. 
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A STUDY OF WHAT TUBERCULOSIS PATIENTS 
EXPERIENCE PRIOR TO THEIR ADMISSION 
TO A SANATORIUM 


BY LINSLY R. WILLIAMS, M.D., 


LTHOUGH the mortality from tuberculosis 
has been decreasing steadily for many 
years, it is well realized by those engaged in 
tuberculosis work, both in the curative and in 
the preventive field, that there are many de- 
fects in the program as at present carried out. 
Among those discussed have been the delay by 
the patient in seeking medical advice, the lack 
of diagnostic skill on the part of the physician 
consulted, delay by the physician in making a 
definite diagnosis, delay by the patient in de- 
ciding to accept treatment, delay for lack of a 
bed or other reason in obtaining admission to 
a sanatorium, inadequate treatment, and insuffi- 
cient training in health habits looking toward 
both cure and prevention. This study was 
launched by the National Tuberculosis Associa- 
tion in an effort to ascertain something of the 
extent to which these factors and others are 
responsible for the tardiness in obtaining proper 
treatment for tuberculosis patients. , 


In the very nature of things such data as were 
desired could be obtained only from patients 
themselves. Because admission to a sanatorium 
marks a definite stage in treatment, a stage high- 
ly advisable as a rule, and the one from which 
other steps can be measured with the best chance 
of accuracy, it was decided to take the histories 
from patients in sanatoria. And since so much 
of the information wanted was medical in as- 
pect, it was felt that the persons to take the 
histories should be resident physicians attached 
to the sanatoria. 

For experimental purposes, however, a mem- 
ber of the Statistical Service of the National 
Tuberculosis Association made a study in a single 
sanatorium to find out how the patients re- 
sponded, whether the answers obtained gave 
what was wanted, and whether the schedule 
form as drawn up was workable. Approximate- 
ly 130 patients in the Camden County Hospital 
for the Treatment of Tuberculosis at Grenloch, 
New Jersey, were interviewed relative to their 
history prior to admission. It was found that 
quite complete information could be obtained 
with practically no difficulty, but that certain 
changes in the form were necessary in order 


that the same amount of data might lend itself | 


to wider use, and that tabulation might be facili- 
tated. The form as changed was then tried out 
in one sanatorium by several physicians and 
pronounced by them simple to use, before it 
was printed and distributed to those who co- 
Operated in the study. 


Twenty-five sanatoria were asked to partici- 


*For record and address of author see “This Week’s Issue,” 
page 98. 
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pate in this piece of social research. It was pos- 
sible to discuss the plans for the study with a 
number of their superintendents in person, but 
with others the move to enlist their co-dpera- 
tion had, of necessity, to be made by letter. The 
sanatoria invited to co-dperate were asked be- 
cause they were considered representative 
of different sections of the United States and 
Canada, and representative of public and 
private sanatoria. Twenty-one signified a de- 
sire to co-dperate, but three of these later found 
themselves unable to do so for various reasons. 


In order to obtain as true a picture of condi- 
tions as possible, the sanatoria participating in 
the study were asked to take a history of each 
and every patient in the sanatorium on a specific 
day who had entered the institution with pul- 
monary tuberculosis, with certain clearly called 
for exceptions. Histories were not to be taken 
of children less than fifteen years of age nor 
of patients with less than normal mentality. 
Neither were they to be secured from patients 
who had first been admitted to some other sana- 
torium, but they were to be taken of repeaters 
whose first admission had been to the sanatorium 
in which they were now patients and for whom 
the stage of the disease and other pertinent facts 
about the first admission were therefore avail- 
able. No restriction was made as to color, but 
when the histories had all been obtained, it was 
found that the number taken of negroes was 
large enough, possibly, to affect the findings for 
the white patients and yet not large enough to 
make a separate discussion of them of value, so 
they have not been used in the report. 


Eighteen sanatoria joined in the undertaking. 
These were: 


Gaylord Farm Sanatorium, Wallingford, Connecti- 
t 


cu 
ey State Tuberculosis Sanatorium, Alto, Geor- 
gia 
Loomis Sanatorium, Loomis, New York 
Manitoba Sanatorium, Ninette, Manitoba, Canada © 
Metropolitan Life Insurance Company Sanatorium, 
Mount McGregor, N. Y. 
Nopeming Sanatorium, Nopeming, Minnesota 
Onondaga Sanatorium, Syracuse, New York 
Oregon Tuberculosis Sanatorium, Salem, Oregon 
Rutland State Sanatorium, Rutland, Massachusetts 
Springfield Lake Sanatorium, East Akron, Ohio 
Sunnyside Sanatorium, Oaklandon, Indiana 
The Pottenger Sanatorium, Monrovia, California 
Cragmor Sanatorium, Colorado Springs, Colorado 
Glen Lake Sanatorium, Oak Terrace, Minnesota 
Iola Sanatorium, Rochester, New York 
Kentville Sanatorium, Kentville, Nova Scotia, Can- 


ada 
en State Sanatorium, Sanatorium, Missis- 
sipp 


New Jersey Sanatorium for Tuberculous Diseases, 
Glen Gardner, N. J. 
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OBTAINING TREATMENT FOR TUBERCULOSIS 


NATIONAL TUBERCULOSIS ASSOCIATION 
370 Seventh “Avenue, New York City 


1. Name of S t i a 2. Address 


3. Name of Patient 4. Home Address ; 
5. Sex 6. Race. 7. Date of Birth 8. M. S. W. D. Sep. 
9. Stage on Admissi 10. Date of Admissi 


11. Private Patient or Other? 


12. Order and Date of Appearance of Each Symptom Prior to Admission to Sanatorium: 


( ) Cough ( ) Loss of weight... ( ) Hoarseness 

( ) Expectoration ( ) Loss of strength ( ) Amenorrhoea 

) Cold, acute ( ) Loss of ( ) Fistula 

( ) Bloodspitting ( ) Indigestion ( ) Extra pul. lesion 
( ) Hemorrhage ( ) Night sweats.............0.....:ccccceeeeeee ( ) Elev. of temp 
( ) Pain in chest ( ) Chills ) 

( ) Pleurisy w. effus ( ) Rapid pulse ) 

( ) Pleurisy, dry ) Irritability ) 

( ) Early morning fatigue................. ( ) Shortness of breath..................... ) 


13. Specify Reason. for First Consultation with Any Physician or Clinic 


Re: Physicians and Clinics Consulted Prior to Admission to Sanatorium 
t 


14. Date of First Consultati 

15. Date of Last Consultation..... 
16. How Often Physician Was Seen 

Carefully Examined on First Visit? 
18. On Subsequent Visit? 
19. Patient Examined with Stethoscope on First Visit? 
20. On Subsequent Visit? 
21. Patient Examined with Ear to Chest on First Visit? 
22. On Subsequent Visit? 
23. Patient Asked to Cough During Examination? 
24. Sputum Examination Made? 
25. Number of Times. 

26. Was It Ever Positive? 
27. Regular Temperature Record Kept ? | 
28. How Often and How Long? 
29. Weight Recorded Regularly? 
30. How Often and How Long? 
$1. X-ray Examination Made? 
32. First Diagnosi 

33. Subsequent Diagnosis............. 


| 
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34. Treatment Advised 


Fifth 


Sixth 


35. Kind of Treatment Begun : | 
36. Date Treatment Was Begun “ 


37. Reason for Delay, if Any 


38. Any Change in T 


39. Reason for Change. 


40. Date of Change 


41. Did Physician 


Disposal of Sputum? 
42. Use of Separate Dishes? 
43. Washing Dishes Separately? 


44. Sleeping Alone? 


Patient as to 


45. Other Sleeping Arrangements? 
46. Were Any Printed Instructions Given to Patient? .... 
47. Reason for Change from Physician or Clinic?........ -| 


48. When Does Patient Think First Diagnosis of TB Was Made? 
49. When Was Patient First Informed He Was Tuberculous? 
50. What Was Patient’s Attitude upon Being Informed He Was Tuberculous? 


51. If Any Change in Attitude, How, When and Why? 
52. When Was Sanatorium Treatment First Recommended? 


53. By Whom? 


54. When Was First Effort Made to Get into Sanatorium? 


55. What Sanatorium? 


56. Difficulties, if Any, in.Gaining Admissi 


58. If so, What Kind? 
60. Date 


57. Did Health Nurse Visit Patient? 


59. Reason for First Visit 


_ 61. Number and Frequency of Subsequent Visits 


62. Were Patent Remedies Used? 63. What? 
64. When Did Patient Stop (a) Paid Work? (b) Work at Home? 
65. Did Lack of Funds Cause Patient to Delay Consulting First Physician? 
66. Cause Patient to Consult Any Physician Less Frequently than Advisable? 
67. Cause Delay in Admission to Sanatorium? 


68. Notes. 


Interviewer 


First | Second | Third Fourth | | 
| | | | 
Instruct | | 
| | 


Volume 201 
Number 2 


TUBERCULOSIS PATIENTS BEFORE ADMISSION—WILLIAMS, HILL 


As stated, the same form was used for all his- 


tories. (See p. 83.) To ensure uniformity 
in understanding among the various physicians 
taking the histories directions as to how to in- 
terpret the schedule were sent to each. Upon 
completion the histories were sent to the Na- 
tional Tuberculosis Association for tabulation. 


Ia 


advanced on their admission during that year; 
but a number of the patients included in that 
study had been admitted during the year for 
a second or third time, at least, whereas the 
data in the present study refer to the first ad- 
mission. 


An attempt was made to find out something 


NUMBER OF PATIENTS ADMITTED IN SPECIFIED STAGE OF TUBERCULOSIS, 
BY AGE AND SEX 


Number of Patients 
Male Female 

3 

© s © 
S| S| 85/86 

Total 7 737 7 7 
-19 years 230 97 16 41 #40 133 «#17 57 §9 -« 
20-24 years 408 171 28 68 75 237 39 96 102 -« 
25-29 years 291 140° 15 58 67 151 #16 76 59 -« 
30-34 years 187 869 14 40 35 9s 9 42 47 «» 
35-39 years 134 86 7 #=+44 #35 48 6 65 25 17 #1 
40-44 years 107 S$ 24 42 384 14 #20 « 
45-49 (years $6 44 4 16 24 12 «6 9 - 
50- ne 45 35 2 33 22 10 #1 5 4 -«- 
55-59 year 25 18 1 4 13 , ee 3 4 « 
60 years and over 16 13 - 5 8 - 2 


The assembling of the histories was begun in the 

‘summer of 1927 and was completed in Febru- 
ary, 1928. 

The number of histories received for white 
persons which conformed to the requirements 
outlmed above was 1499, 762 men and 737 
women. This number, exclusive of those from 
Canada, represents about two per cent. of the 
sanatorium beds in the United States and a 
higher percentage of the white adults in sana- 
toria at any one time suffering from pulmonary 
tuberculosis. The exact percentage cannot be 
computed because the precise number of beds 
for children, for patients with non-pulmonary 
tuberculosis, and for negroes as well as the 
number of unoccupied beds for white adults, is 
not known. 

As is usually reported to be the case, so with 
these patients, entirely too few entered the sana- 
torium while their disease was still in the early, 
and hence most easily arrested, stage. Only 
twelve per cent. of the group were in the mini- 
mal stage of pulmonary tuberculosis when ad- 
mitted, 43 per cent. in the moderately advanced, 
and 45 per cent. in the far advanced. Relative- 
ly more men than women were far advanced 
cases, relatively fewer, moderately advanced. A 
study of the types of cases admitted to a some- 
what different group of sanatoria in 1924* 
showed that among those having pulmonary tu- 
berculosis 17 per cent. were minimal, 33 per 
cent. moderately advanced, and 50 per cent. far 

*Changes in Character of Cases 


Sanatoria in Last Ten Years. 
Life, January, 1926, pp. 30-3 


Admitted to Tuberculosis 
; Hill, Alice M., Journal of Outdoor 


about the degree of severity of the symptoms at 
the time of the patient’s admission to the sana- 
torium, in addition to the stage of the disease, 
but this was abandoned when it was discovered 
that this fact was not available for 28 per cent. 
of the cases. 


The actual number of patients distributed, by 
sex, according to stage on admission will 
found in Table Ia, which also gives the age. 

Although the total number of women, 737, 
was slightly less than the total number of men, 
762, until the late thirties were reached the 
number of women in each age group exceeded 
the number of men both relatively and actually. 
(See Table Ib.) With the late thirties the situa- 
tion was reversed. In general this agrees with 
the mortality rates from tuberculosis at the dif- 
ferent age groups in the United States registra- 
tion area, except that the change in mortality 
comes with the early thirties. Seventy-one per 
cent. of the women of this study were under 
30 years of age on admission; 53 per cent. of 
the men were. Half of the women had been 
admitted before they were twenty-five. 


Obtaining sanatorium treatment for tubercu- 
losis while it was still in the minimal stage did 
not seem to be related in any great measure to 
the matter of age. It ig true that 31 per cent. 
of the men and 42 per cent. of the women who 
had minimal tuberculosis were admitted during 
the first half of their twenties, but even so they | 
constituted only 16 per cent. of those admitted 
at this age. (See Table Ic.) Among men of 


all ages the minimal cases formed 12 per cent.; 
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among the women of all ages, 13 per cent. 
Seventeen per cent. of the men admitted at 
15-19, and 16 per cent. of those admitted at 
30-34 had minimal tuberculosis. And one 
woman of three admitted when over sixty was 
a minimal case. These were the only instances 
in which the number of minimal cases at any 


age exceeded the average for the group. 


Id 


or may not have had any relation to the diag- 
nosis of tuberculosis or to the treatment given 
the patient before entrance to the sanatorium. 
From the data available it is not possible to say. 
But it seems definitely to, have affected the ques- 
tion of hospitalization. Comparison of the fig- 
ures for these patients with those for white per- 
sons fifteen years of age and over in the United 


PER CENL DISTRISUTION OF PATIENTS ADMITTED 
IN SPECIFIED STAGE OF TUBERCULOSIS 
: BY AGE GROUPS FOR EACH SEX 


Per cent distribution, stage of disease by age groups 
Male Female 
> > 
a 
ov 
rota] g| 2] 22] 2/8 
e| & =| 22/22 

Total 100 100 100 100 #100 100 100 100 #=:100 
20-24 years 27 22 31 22 21 32.642 29 32 ~ 
25-29 years 20 18 #417 #18 «(18 21 417 #2 £19 = 
30-34 years 12 12 #146 15 10 #13 «#38 - 

35-39 years 9 al 8 14 10 7 6 8 5 1 
40-44 years 7 9 3 8 12 5 4 4 6 - 
45-49 years 4 6 5 5 7 2 - 3 1 = 
50-54 years 3 5 1 4 6 1 1 2 1 7 
§5-59 years 2 2 1 1 3 1 - 1 1 - 
60 years and over 1 2 - 2 2 % 1 - 1 o 


* Less than one-half of one per cent. 


Ic 


PER CENT. DISTRIBUTION OF PATIENTS ADMITTED IN EACH AGE-GROUP, 
BY STAGE OF TUBERCULOSIS, FOR EACH SEX 


Per cent distribution, age groups by stage of disease 
Male Female 
a 
Age a 23 3 ; 
>] >| &> 
15-19 years 100 17 42 421 100 13 43 44 « 
20-24 years 100 16 40 44 100 16 41 43 « 
25-29 years 100 11 41 48 100 11 50 39 «= 
30-34 years 100 16 45 39 100 9 4 48 -« 
35-39 years 100 8 51 4121 100 10 S52 36 2 
40-44 years 100 4 35 £6121 100 11 37 §2 -« 
45-49 years 100 9 36 55 100 - 7% 2 e 
50-54 years 100 3 37 60 100 10 50 40 -« 
55-59 years 100 6 22 2 100 - 43 57 -« 
60 years and over 100 - 38 £62 100) «=—35 - 67 -« 


The period from 20 to 24 years of age, in- 
clusive, was the one at which more patients had 
entered the sanatorium than any other. This 
was true for both sexes, and of those in all stages 
of tuberculosis. 


The marital status of these patients possesses 
interest. Fifty-seven per cent. of the group were 
single,—56 per cent. of the men, 58 per cent. of 
the women. (See Table II.) Only 39 per cent. 
of the men and 35 per cent. of the women were 
married when admitted. Marital condition may 


States at the time of the 1920 census* makes 
this clear. In every age group the percentage 
of single men and of single women admitted to 
the sanatoria was higher, usually very much 
higher, than the percentage of single men and 
of single women of the same age in the general 
population. Correspondingly, with one excep- 
tion (females 55-59 years of age) the percentage 
of those married was less. It has been suggested 
that possibly persons suffering with tuberculosis 


*U. S. Bureau of the Census, Population. Volume II, p. 390. 
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are less apt to marry than others of their age. 
This might account for the single state of some 
of the younger patients. But since the percent- 
ages of widowed and divorced among the sana- 
torium patients are also in the majority of age 
groups higher than in the general population, 
some other explanation of the phenomenon must 
be sought. One cause for the preponderant 
number of single persons probably is that many 
of them have no homes in which to be cared for. 


II. 


pearance of the first symptom the patient waited 
before consulting a physician; and how long it 
took after the first consultation for a diagnosis 
of tuberculosis to be obtained. 

According to the histories 493, or 33 per cent., 
of the 1499 patients sought medical advice with- 
in a month after noticing the first symptom, and 
13 others, 1 per cent., because they were con- 
tacts or because of some routine procedure, were 
examined before a single symptom had appeared. 


MARITAL CONDITION BY SEX AND AGE 


| Males 

° oo 

Age period 313 3 3 ‘Ss 

© oO £ pt) 3 ® 

& 3] #] alo [se] & a |e a | 
al 1499 554 851 57 2115 5 762 205 423 28 6 8 2 737 259 428 2915 51 
yea 230 11218 -©- - 1 © 97 =| 96 = = 1 = 133 11122 =| « --« 
20-24 years 408 71328 1611 #4171 22147 = = 1 1 237 49181 1 6 e« 
2529 years 291 125 154 465 21 140 5 79 2 241. 151 69 7% 2311 
30-34 years 187 109 635 8 3 4 = 89 48 34 412 2 98 61 29 42 2e 
35-39 years 134 95 31 6 = 2 © 86 60 23 3 = = = 4 38 8 3 = 2e 
40-44 years 107 60 2911 421 69 41 213121 301988 «3 
45-49 years §6 37 10 8 1 = = 4431 84412 12 6 24 
50-54 years 45 26 97 3 2 74412216 «20 2321 
55-59 years 25 1654+ = « 7 
60 years and over 16 448+ = 134465 © « « § 


Ill. 


ALL CASES: LENGTH OF TIME ELAPSING BETWEEN APPEARANCE OF 
FIRST CONSULTATION WITH PHYSICIAN BY LENGTH OF 

E N FIRST 

DIAGNOSIS OF PULMONARY 


FIRST SYMPTOM AND 
TIME 
CONSULTATION AND 

TUBERCULOSIS 


th of time elapsi between congiltation and diagnosis 

e| 

a 4 eq 

Length of time elarsing me | BS 

» » | 

3 “ a © 
& S21 #2135 183! 8 
Total 1499 307 634 288 191 88 37 236 416 3 
Before symptom 13 5 2 2 o - 1 2 1 -« 
Less than one month 493 70 87 98 67 35 12 182 oe 
One month and less than three 248 44 71 §1 43 9 8 20 » eae * 
Three months and less than six 184 45 5e* 34 23 13 3 13 1 -« 
Six months and less than nine 100 29 29 20 13 3 2 4 - « 
Nine months and less than twelve 42 7 16- 13 4 - - 1 aaa 
One year and over 363 8386105 72 66 37 25 10 47 2 « 
Unknown 2 5 § 4 3 1 27 9 - 


* Includes one of unspecified stage. 


But undoubtedly the major reason is that in an 
appreciable number of instances the tuberculous 
individual who is married, whether man or 
woman, feels the responsibility of the home too 
much to leave it. 

Since the chance of effecting a recovery from 
tuberculosis depends largely upon the stage the 
disease has reached at the time it is diagnosed, 
why is it that too many cases of tuberculosis are 
not discovered until the disease has progressed 
beyond the minimal stage? To what extent are 
patients and to what extent physicians respon- 
sible? This was one of the first questions on 
which this study sought more light. An effort 
was made to ascertain how long after the ap- 


(See Table III.) Four hundred and thirty-two 
patients, 29 per cent., allowed a period of one 
to five months to elapse before first going to a 
doctor; and 142, or 9 per cent., waited six to 
eleven months. At least 363 other patients, 24 
per cent., delayed anywhere from one to more 
than twenty years before consulting a physician 
to find the cause of their ailment. For 56 pa- 
tients, 4 per cent., the information on this point 
was not exact enough to permit classification. 
The physicians, on the whole, took less time 
to decide that their patients had tuberculosis 
than the patients to become aroused to their 
need of medical advice. At least 641 patients, 


43 per cent.-of the group, were diagnosed within 
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a month of their first seeking a physician, 
whether general practitioner, specialist. clinic 
physician, or one of some other kind; and of 
those diagnosed within a month at least 307, 20 
per cent., were told they had tuberculosis on the 
day of the first consultation. Considering that 
many cases present peculiarities which cause 
the trained specialist to hesitate about making 
a definite diagnosis, it is distinctly encouraging 
that so many physicians did make a diagnosis 
in such a short time after the case had been 
brought to their attention. The less favorable 
side of the picture is that 236, or 16 per cent., 
of the patients were reported to have had to 
wait a year or more after first consulting 
a physician before one advised them that they 
were tuberculous. 

That a number of patients sought a physician 
promptly upon the appearance of the first symp- 
tom and that a goodly number of physicians 
made a diagnosis soon after their advice was 


IV. 


in three months of the first consultation. Of the 
741 patients of the study who went to a physi- 
cian within three months of the first symptom’s 
appearance, 421 were diagnosed within three 
months. In addition 9 of the 13 patients who 
sought an examination before they had had a 
symptom were diagnosed within three months, 
making a total of 430 patients, or 29 per cent. 
of the group, who did as well as might be ex- 
pected in the matter of finding that they were 
tuberculous. 

There was very little difference between the 
men and the women in the length of time it took 
them to decide to consult a physician and to 
obtain a diagnosis once they did. Thirty-four 
per cent. of the men and 32 per cent. of the 
women sought medical advice within a month 
after noticing the first symptom; 50 per cent. 
of the men, 49 per cent. of the women within 
three months. In similar fashion, 43 per cent. 


of each sex waited less than a month for a diag- 


LENGTH OF TIME ELAPSING BETWEEN APPEARANCE OF FIRST SYMPTOM AND DIAGNOSIS & 


PULMONARY TUBERCULOSIS, BY STAGE ON ADMISSION AND SEX 


Total Male Female 
Length of time elapsing > 
between appearance of first 
symptom and diagnosis 3% a 23 3 a} 3 
o| Sul 0/5/35 ss 
Total 1499 181 640 677 1 762 89 313 360 737 92 327 317 1 
Less than one month 147 21 71 55 « 85 11 37 37 62 10 34 18 -« 
One month and less than three 225 29107 89 = 11514 651 110 15 56 39 -«- 
Three months and less than six 255 25 113 116 1 117 12 49 5S6 138 13. 64 60 1 
Six months and less than nine 166 17 62 87 -« 78 #9 32 37 88 8 30 50 «= 
Nine months and less than twelve 78 30 41 @ 39 2 #16 #221 39 5 14 20 «@ 
One year and over 5 72 245 277 = 313 37123 155 281 35 122 124 « 
Unknown 22 i0 8 10 1 4 5 123 6636 


sought do not combine to mean that many pa- 
tients learned they had tuberculosis soon after 
they first noticed some abnormality in their 
health. Only ten per cent. of the patients, 147, 
received a diagnosis within a month of the first 
symptom; only 58 per cent., within a year. 
(See Table IV.) 

Comparatively few individuals can be ex- 
pected to consult a physician immediately upon 
the appearance of the first symptom of the ill- 
ness later to be diagnosed as tuberculosis. The 
patient who has a bad hemorrhage or a severe 
attack of pleurisy probably will do so, but this 
will certainly not be the case with the individual 
who has a slight cough, or is tired, or is losing 
weight. Again, after the patient has come to 
the attention of a physician, the latter may re- 
quire time for study and various laboratory pro- 
cedures before coming to a decision. The med- 
ical profession will probably agree, however, that 
with human nature and medical science as they 
are, patients might well be expected to visit 
a physician within three months of their notic- 


ing the first symptom, and to be diagnosed with- 


nosis, 62 per cent. of each, less than three 
months. But relatively more women than men 
were diagnosed between three and six months 
after the first consultation, relatively fewer had 
to wait a year or more. The men, however, were 
apt to obtain a diagnosis a little sooner than 
the women when the time is counted from the 
appearance of the first symptom. Less than a 
month elapsed between the appearance of the 
first symptom and the diagnosis for 11 per 
cent. of the men, 8 per cent. of the women; less 
than three months for 26 per cent. of the men, 
23 per cent. of the women. 

No conclusions of any importance can be 
drawn as to the reasons for the varying lengths 
of time in different sections of the country that 
patients allowed to elapse before seeking a physi- 
cian, or physicians, before making a diagnosis 
of tuberculosis. But certain figures in this con- 
nection may be of interest. Five-eighths of the 
patients subsequently admitted to Gaylord Farm 
Sanatorium had gone to the doctor within a 
month after noticing the first symptom. Half 


of the patients admitted to the Metropolitan 
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IIIa. MINIMAL CASES: LENOTH OF TIME ELAPSING BETWEEN APPEARANCE OF FIRST SYMPTOM AND 
FIRST CONSULTATION WITH PHYSICIAN BY LEKGTH OF TIME 
ELAPSING FIRST CONSULTATION AND 
DIAGNOSIS. OF PULMONARY TUBERCULOSIS 
Length of time elapsing between consultation and di 
lapsi £199 
Length of time elaps ng 
between appearance of firs § 
om and consultation » | o 88 sige). q 
ae E > 
© © Ola © 4 
ae A § i=) = 
Total 181 36 47 #32 23 8 7 26 21 2 
Before symptom 7 3 1 2 it « 
Less than one month 63 9 £15. 4 2 
One month and less than three 20 = 3 3 = -« eS 
Three months and less than six 25 7 #10 1 2 : ee | 2 - - 
Six months and less than nine i5 2 3 2 2 - 
Nine months and less than twelve 1 - - 
One year and over 43 13 8 8 4 -« 
IIIb. MODERATELY ADVANCED C : LENGTH OF TIME ELAPSING BETWEEN APPEARANCE OF FIRST SYMPTOM 
AND Om PHYSICIAN BY LENGTH OF TIME 
ELAPSING BETWEEN FIRST CONSULTATION AND 
DIAGNOSIS OF TUBERCULOSIS 
. ‘ Length of time ela be consultation and dia 
Length of time elapsing aa 
| False] fel es 
Ta al 640 129 144 123 89 37 14 = 98 6 « 
Before symptom 3 1 - - - * 
Less than one month 230 42 48 36 13 
One month and less than three 113 24 32 16 5 4 10 
Three months and less than six 74 17 21 13 13 5 - 6 - e} 
Six months and less than nine 29 8 6 8 4 1 1 1 ae 
Nine months and less than twelve 15 1 7 5 2 - = ot eee 
e year and over 151 4° 32 
Unknown 25 1 4 1 = 2 1 12 #4 - 


IIIe. FAR ADVANCED CASES: LENGTH OF TIME ELAPSING BETWEEN A gogo OF cot SYMPTOM AND 
FIRST CONSULTATION PHYSICIAN 
NG BETWEEN FIRST CONSULTATION AN AND 

DIAGNOSIS OF PULMONARY TUBERCULOSIS 


a aes of time elapsing between consultation and diagnosis 
© 
Length of time elapsi ng me 5 
symptom and consultation acalt Zcl Sal > 
| $58) 05) 85) es] | 
24 | £81 § | §| 
Total 677 142 142 133 79 43 
Before symptom 3 1 1 - 1 - 
Less than one month 200 26 32 3&8 27 17 5 57 e 1 
One month and less than three 18 28 32 #18 4 4 , mee ‘suet 4 
Three months and less than six 84 21 20 20 68 7 1 6 1 
x months and less than nine 56 19 20 10.~=C€U 5 1 - le- «- 
Nine months and less than twelve 26 6 8 1 
One year and over 169 50 32 25 18 13 5 25 1 - 
Unimown 24 1 - 1 - 13 ~ Ce 
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Life Insurance Company Sanatorium had done 
the same. Although in neither of these cases was 
the number of patients diagnosed in less than 
a month after a physician had been sought up 
to the average, it was above the average for 
those diagnosed within a month of the first symp- 
tom, and in the case of the patients subsequent- 
ly admitted to the Metropolitan’s sanatorium, 
markedly above the average for those diagnosed 
within a year of the first symptom. Of patients 
in two county institutions in New York State, 
the number who had gone to a physician within 
a month after the first symptom, and had been 
diagnosed within a month after going, was above 
the average. In these two institutions the num- 
ber was also above the average for those who 
had been diagnosed within a month after the 
first symptom and for those who had been diag- 
nosed within a year after the first symptom. 


But the histories of patients in these two in- 
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month after the appearance of the first symp- 
tom 14 per cent. were minimal, 48 per cent. were 
moderately advanced, 37 per cent. were far ad- 
vanced. on admission to the sanatorium. 

Stage on admission does not, of course, neces- 
sarily mean stage at diagnosis. Some of the pa- 
tients who were moderately advanced or far 
advanced on admission may not have been in 
these stages when they were first diagnosed ; but. 
since 50 per cent. of the patients who were 
minimal cases when they entered, 51 per cent. of 
the moderately advanced, and 41 per cent. of the 
far advanced were admitted within two months 
after being given a diagnosis, it would seem 
that the stage at admission probably is strongly 
indicative of the actual stage at diagnosis in 
the majority of instances. 

It has been shown that even with those pa- 
tients who have consulted a physician within a 
month of their noticing the first symptom and 


PER CENT DISTRIBUTION BY LENGTH OF TIME ELAPSING BETWEEN APPEARANCE - 
OF FIRST SYMPTOM AND DIAGNOSI LMONARY TUBERCULOS 


Is 


OF PATIENTS IN EACH STAGE ON ADMISSION 


Per ceft distribution 


between appearance of first $3 
| 
Total 100.0 100.0 100.0 100.0 
Before Symptom 2.8 0.3 0.3 - 
Less than one month 11.6 11.1 8.1 - 
One month and less than three 16.0 16. 13.1 - 
Three months and less than six 13.8 17.7 17.1 100,0 
Six months and less than n 9.4 9.7 12. - 
Nine months and less than twelve 3.9 4.7 6.1 - 
One year and over 39.8 38.3 40.9 - 
own 2.2 1.6 1.2 - 
Never told 0.6 - 0.3 - 


stitutions are too few to permit an expression 
of opinion about the effectiveness of publicity 
regarding symptoms, or as to the ability of the 
medical profession to diagnose tuberculosis in 
the counties they serve. A preponderantly large 
number of the patients whose histories were 
taken in one of these New York sanatoria were 
far advanced on admission; in the other and in 
the two mentioned earlier, moderately advanced. 

So far as these histories show, the stage the 
tuberculosis had reached by the time the patient 
entered the sanatorium had little relation to. 
the celerity with which the patient sought the 
doctor, or with which the doctor made a diag- 
nosis,—at least not to the extent which might 
have been expected. Of the patients who went 
to a physician within a month after they no- 
ticed the first sign of the illness later diagnosed 
as tuberculosis, 12.8 per cent., when admitted 
to the sanatorium, were minimal cases, 46.6 per 
cent. were moderately advanced, and 40.6 per 
cent. were far advanced. Of those diagnosed on 
the first consultation or within a month after- 
wards, 13.0 per cent. were minimal cases, 42.6 
moderately advanced, and 44.3 far advanced 


when admitted. Of those diagnosed within a 


with those diagnosed within a month of consulta- 
tion the percentage minimal, moderately ad- 
vanced, and far advanced does not differ great- 
ly from the percentage minimal, moderately ad- 
vanced and far advanced in the whole sana- 
torium group,—12 per cent., 43 per cent., and 
45 per cent., respectively. 

Respectively 20 per cent. of the minimal, 20 
per cent. of the moderately advanced, 2] per 
cent. of the far advanced were diagnosed upon 
the first visit; 46 per cent. of the minimal cases, 
43 per cent. of the moderately advanced, 42 per 
cent. of the far advanced within one month. 

Thirty-three per cent. of the minimal, 31 per 
cent. of the moderately advanced, 26 per cent. 
of the far advanced, belonged to what might 
be called the optimal group, those who were 
diagnosed in less than three months after the 
first consultation of those who had sought a 
physician within three months after the appear- 
ance of the first symptom or before the appear- 
any symptom. (See Tables IIIa, IIIb, 

The per cent. distribution of the patients ad- 
mitted at each stage of the disease according 
to the length of time which passed between the 
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appearance of the first symptom and the diag- 
nosis of tuberculosis does tell a story, however. 
Two and eight tenths per cent. of the minimal 
cases were diagnosed before they had had any 
subjective symptoms of: tuberculosis as com- 
pared with 0.3 per cent. of those moderately ad- 
vanced and far advanced. Respectively 11.6 
and 11.1 per cent. of the minimal and moderate- 
ly advanced had been diagnosed within a month 
after the first symptom, whereas only 8.1 of the 
far advanced had been. Similarly 16.0 of the 
minimal and 16.7 of the moderately advanced 
were diagnosed in one month and less than three 


after the appearance of the first symptom, while 
only 12.1 per cent. of the far advanced had been. 
(See table 1Va.) : 

These figures confirm what clinicians in gen- 
eral believe, that there is a vast amount of con- 
cealed tuberculosis which frequently does not 
become evident until there has been consider- 
able involvement of the lung. Hence; if tuber- 
culosis is to be found while the disease is still 
in a stage when it may be arrested with com- 
parative ease, considerably more attention must 
be given to the examination of the apparently 
well. 


LEPERS AT THE GOVERNMENT HOSPITAL 


By Dr. O. E. DENNEY, 
Surgeon, Reserve, Public Health Service. 


On January 3, 1921, the National Home for Lepers 
was established. 

Just as a single case of leprosy sometimes strikes 
terror upon a neighborhood, so was antagonism 
aroused by the proposal to locate in a community a 
leprosarium in which would be segregated a large 
number of lepers. The final solution was obtained 
by the purchase of the Louisiana State Leper Home. 

At every hand obstacles were thrown in the way 
of the board’s efforts to fulfill the duty imposed upon 
them. Often when a desirable site was found and 
almost secured, misguided judgment refused to 
sanction the erection of the asylum for these unfor- 
tunate victims of leprosy, even though for years they 
had been allowed to travel on the street cars, eat at 
public restaurants, beg on the public thoroughfares, 
and otherwise expose an unguarded public. 

A site was finally secured by lease for five years in 
Iberville Parish. This was the old “Indian Camp plan- 
tation,” desirable in every way for the home of the 
charges of the board, except with regard to accessibil- 
ity. 

On November 30, 1894, the first contingent of lepers 
was transported from New Orleans, by night, to their 
present home. This was accomplished with the great- 
est difficulty, on a coal barge, towed by a tug. The 
appalling details of the trip were depicted in the 
daily press. 

For a time the existence of the home was threatened 
by the inhabitants of the parish. 

In 1900, the Legislature of the State of Louisiana 
appropriated a sum of money to purchase a more con- 
venient and suitable site for the State Leper Home, 
and the property under consideration was surveyed 
and plans were made for the building of a leprosar- 
ium. 

Local protests against the moving of the Leper 
Home to a site near New Orleans soon reached such 
a height of prejudice that, shortly before the actual 
occupation of the proposed new site, all existing build- 
ings on the plantation were burned to the ground. 


The “Indian Camp plantation” remained the site of 
the State Leper Home. 

The National Leprosarium at Carville, La., which 
supplants the State Home, occupies a tract of nearly 
400 acres in area in a sparsely settled community 
accessible to railroad and steamboat facilities. The 
patients are cared for in modern, attractively ar- 
ranged buildings, with all the usual facilities for 
medical attention available in a general hospital, with 
provision for spiritual welfare, and with adequate 
recreational and physical facilities under the super- 
vision of experienced medical and other special per- 
sonnel. 

The property faces on the Mississippi River, which 
facilitates the handling of freight by steamboats. 

A typical cottage for patients consists of 12 pri- 
viate rooms, a reception room, adequate bathing and 
toilet facilities, and two large screened verandas. 
The cottages, about 35 in number, are heated by 
steam, provided with hot and cold water and electric 
lights, and are well ventilated. 

The purpose of the cottages is to give each patient 
a room and surroundings which might be considered 
as his home. In order that the patients may conven- 
iently pass from one building to another, each struc- 
ture within the colony limits is connected with its 
neighbor by a screened, covered walk. 

The present hospital proper consists of four wards 
set aside for male and female patients who may be 
suffering from advanced leprosy or from intercurrent 
diseases. Modern facilities include the following: 
A well-equipped surgery; dental laboratory; x-ray de- 
partment; eye, ear, nose, and throat department; 
physiotherapy department; and a clinic set aside for 
experimental treatments. A well-equipped laboratory 
is maintained for routine clinical examinations, as 
well as for research purposes. 

The kitchen is centrally located. Dishes and all 
utensils which are used in the dining room are 
washed and sterilized in mechanical dish-washing 
machines, | 


The leprosarium maintains its own model dairy, 
from which it obtains products at much less than 
market prices; hogs are also raised for local use. 

nS (Continued on page 104) 
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F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 15281 
DYSPNEA AND COUGH 
Mepicat DEPARTMENT 


A married Canadian woman thirty-seven years 
old entered January 21, moribund. The chief 
complaint was cough and dyspnea. A hurried 
and incomplete history was obtained from the 
patient and her husband. 

Three years before admission she was ill in 
bed for three weeks with influenza with fever. 
She had a prolonged convalescence; no inflamed 
joints. Since that time she had been somewhat 
limited in her activities by dyspnea, slept on 
two pillows and had transient evening edema 
of the ankles. She got along fairly well, how- 
ever, until three weeks before admission, when 
she had a slight cold with sore throat, fever and 
malaise. She developed a persistent cough with 
yellow and occasionally blood tinged sputum. 
She had constant pain in the right upper quad- 
rant aggravated by coughing. The dyspnea 

e worse. She had slight swelling of the 
ankles. In spite of medical treatment she went 
downhill steadily. 

Clinical examination showed a poorly de- 
veloped and nourished, very pale woman, moder- 
ately cyanotic in artificial light, in acute respira- 
tory distress. Teeth poor. Much dentistry. 
Throat injected. Tonsils moderately enlarged. 
Loud coarse moist rales throughout the chest 
with distant breath sounds at the bases but no 
fluid. Apex impulse of the heart diffuse and 
heaving, seen and felt in the 5th space 10 to 11 
centimeters from midsternum. Sounds and ac- 
tion normal. Left border of dullness 13 em. to 
left of midsternum, 6.5 cm. outside the mid- 
clavicular line. Right border of dullness 4.5 
em. Heart of the mitral shape. A loud blow- 
ing apical systolic murmur. No diastolic heard. 
(Extraneous sounds made the examination un- 
satisfactory.) A questionable apical systolic 
thrill. Pulmonie second sound accentuated. 
Pulses and arteries normal. Blood pressure 
110/90. Liver enlarged to below the umbilicus, 
tender and painful. Slight edema of the ankles. 

Temperature 100.4° to 102°. Pulse 120. 


Respirations 40 to 45. Leukocyte count 20,000. 
Urine not recorded. 


The patient looked very anemic. Venesection 
She 


was considered, but seemed inadvisable. 


was given intramuscular digifolin, also morphia 
and caffein. She slowly failed and six hours 
after admission died. 


DiscussION 
BY RICHARD C. CABOT, M.D. 
NOTE ON THE HISTORY 


Here again we have to deal with a case with- 
out proper study until the end of life. 


NOTES ON THE PHYSICAL EXAMINATION 


What they probably found at the bases was 
dullness, diminished tactile fremitus and breath 
sounds. It is improper to put that down as 
‘‘fluid’’. You do not hear fluid or see fluid. 

The diffuse heaving impulse shows hyper- 
trophy. The location of the apex, however, does 
not show enlargement and is against what the 
heaving impulse suggests. The midclavicular 
line ordinarily corresponds with the nipple, so 
6.5 centimeters outside the nipple is a good deal. 
It seems as if there were considerable cardiac 
enlargement by percussion but not by palpation. 

The ‘‘mitral shape’’ means that the heart 
shadow sticks out in the left upper border cor- 
responding to the left auricle. As the examina- 
tion was unsatisfactory very likely there was a 
diastolic murmur. 

Notice that the pulse pressure was only 20, 
very low. 

Are you sure there is no hemoglobin record ? 
They took a leukocyte count and they ought to 
have examined the blood. 

Miss Painter: The leukocyte count was done 
in the Emergency Ward. There is no other 
record of the blood. © 

Dr. Casot: It would not have taken a second 
to look at a spot on a piece of paper. You can 
do it on a handkerchief. 


DIFFERENTIAL DIAGNOSIS 


I think we can say she died of heart disease. 
We have nothing to indicate any other kind of 
death. What type of heart disease did she have? 
She was pretty young to have hypertension. 
There is no suggestion of hypertension, no evi- 
dence of syphilis, no evidence of rheumatism. 
She is of the age and sex in which usually if 
there is heart disease it turns out to be rheu- 
matic. Hence my guess is that it is rheumatic. 
If it is rheumatic heart disease what valve does 
it usually affect? I am guessing again; mitral 
stenosis, in spite of the fact that we have only 
a systolic murmur. If we had had a good chance 
we might have heard a diastolic murmur. That 
seems to be the best guess we can make. She was 
very pale. I am very anxious but unfortunate- 
ly unable to answer the question, did she have 
anemia? If she had anemia the diagnosis I 
have made is not enough. We do not get any 
anemia from rheumatic heart disease. If she 
was really anemic I suspect subacute bacterial 
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endocarditis on top of an old process or alone. 
We cannot do more than speculate about that, 
as we have no blood culture and could not fol- 
low up during life. If she had it, it would ac- 
count for the leukocytosis. 

A Puysician: Why was venesection consid- 
ered ? 

Dr. Capot: It is good treatment for a pa- 
tient in extremis with heart disease. When vou 
have done all you can do with drugs, to bleed 
the patient is good treatment. It is not a popu- 
lar treatment. Bleeding is a thing our grand- 
fathers did and is not supposed to be done now. 
If we bleed a patient and the patient dies they 
say, ‘‘He is an old fashioned man.’’ For that 
reason it is not done so often as it ought to 
be. It is very helpful in getting a patient along 
for hours or days. It may give him time to 
make a will or to see somebody he wishes to see, 
and is therefore very valuable. I have never 
known it, however, to save life. 

A Puysician: Would passive congestion ac- 
count for the liver being as much enlarged as 
it is? 

Dr. Casot: Yes; that is what I expect Dr. 
Mallory to say. 

A Puysic1an: Would the diastolic blood pres- 
sure indicate that she had had a higher blood 
pressure ? 

Dr. Casot: I do not think I could say so. 

A Puysician: How do you account for the 
enlarged heart? 

Dr. CazBot: I do not think I have accounted 
for it. I am not sure the heart was enlarged. 
They have not felt it. It was enlarged only to 
percussion. If it is, something besides mitral 
stenosis ought to be found,—adhesive pericar- 
ditis, tricuspid stenosis, aortic stenosis. There 
is no evidence of any of these. 

A Puysician: How about primary anemia 
with secondary heart changes? 

Dr. Casot: She is young for primary anemia. 
People do not die of heart failure in pernicious 
anemia; they do not die of passive congestion. 

A Puysician: How do you account for the 
purulent sputum ? | 


Dr. Casot: I have to say she has a bronchitis. | 


I do not believe it had anything important to 
do with the death. 


A Puysician: I should think you would find | 


much more edema, and fluid in the abdomen, 
part of a general dropsy. 

Dr. Casot: That is a good point. She ought 
to have had more edema. She had not been in 
bed very long. . 

A Puysician: On account of the influenza 
three years ago and the long convalescence could 
you assume any chronic empyema of the lungs 
or anything of that sort? Has that anything to 
do with the purulent sputum? 

-Dr. Casot: No. I am against it. 

A Puysician: Couldn’t she have had bron- 

chopneumonia these last three weeks? 


Dr. Casot: It is rather long, but she may 
have had it part of the time. There is no evi- 
dence. We can say it. I am a little bored with 
saying bronchopneumonia, we say it so often 
with so little evidence. 

A Puysictan: Could she have had tuber- 
culosis ? 

Dr. Casot: We seldom find tuberculosis and 
mitral disease in the same patient, and we have 
no history that leads us to suppose tuberculosis. 

A Puysictian: Might there be an infarct at 
the base of the right lung? 

Dr. Casot: It is a good chance, I think. 

A Puysictan: Is pericarditis the best bet to 
explain the large heart? 

Dr. Casot: It is not much of a bet. 

A Puysician: How do you explain the long 
illness of three or four years following the in- 
fluenza ? 

Dr. Casot: That does not point to any par- 
ticular disease like pericarditis, I should say. 

A Puysician: Are you leaning a little to- 
ward subacute bacterial endocarditis? 

Dr. Casot: Yes. 

I do not think she ought to have lobar pneu- 
monia. She might perfectly well have broncho- 
pneumonia, as anybody can, with or without 
signs. 

CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatic heart disease with congestive fail- 


ure. 
Mitral stenosis and insufficiency. 
Bronchopneumonia. 

DR. RICHARD C. CABOT’S DIAGNOSIS 


Heart disease, probably rheumatic endocar- 
ditis of the mitral valve (mitral steno- 


sis). 
Possibly subacute bacterial endocarditis. 
Chronic passive congestion of all the organs. 
Bronchitis. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Acute and chronic rheumatic endocarditis and 
pericarditis; mitral stenosis. 


2. Secondary or terminal lesions. 


Acute bronchitis and slight ‘bronchopneu- 
monia. 

Chronic passive congestion. 

Slight arteriosclerosis. 


Dr. Tracy B. Mauuory: The chief finding in 
the heart was a marked degree of mitral steno- 
sis. There was acute endocarditis with fresh 
processes on the mitral, tricuspid and pulmonic 
valves and also both an acute and an old chronic 
pericarditis. Myocarditis was observed micro- 
scopically. 


She had a slight degree of bronchitis but no 
pneumonia. 


94 


CABOT CASE RECORDS 


N. E. J. of M. 
July 11, 1929 


The liver’ and other organs showed marked 
congestion. 

Dr. Capot: Will you say something more 
about the myocarditis? 

Dr. Mautuory: There were lesions of two 
types. One variety consisted of typical Aschoff 
bodies, collections of the large mononuclear cells 
of the tissues which are beginning to be called 
clasmatocytes nowadays, together with some 
fibroblasts, the typical pathology of rheumatic 
infection of the myocardium. There was also 
acute myocarditis with necrosis of muscle cells 
and invasion by polymorphonuclears. This acute 
myocarditis is in all probability not rheumatic 
in character but a superinfection. Cultures 
showed streptococcus, as is usual in these cases. 

Dr. Casot: I should like to emphasize cer- 
tain points. (1) She had mitral stenosis, and 
we ought to have heard a diastolic murmur. 
(2) She was pale and presumably anemic, cor- 
responding with the acute endocarditis which 
Dr. Mallory finds. If we had taken the hemo- 
globin we should have found a lowering. (3) 
The liver was enlarged from nothing but pas- 
sive congestion, as I predicted. 

A Puysician: Was the heart enlarged? 

Dr. Mauitory: Slightly,—350 grams. That is 
a little large for a woman of her size. 


- CASE 15282 


A CASE OF BENIGN PROSTATIC HYPER- 
TROPHY EXEMPLIFYING CERTAIN 
PHASES OF PRESENT DAY TREAT- 
MENT 


UROLOGICAL DEPARTMENT 


An Italian laborer sixty-six years old en- 
tered November. 24 complaining of frequency 
and dysuria. The history was taken with some 
difficulty because of his poor English. 

Four years before admission while visiting in 
Italy he began to have frequency. This in- 
creased until now he voided eight times by day 
and ‘‘a hundred’’ times at night. A year and 
a half before admission he had pain in the penis 
and bladder before urinating, at first not severe, 
but now worse, lasting throughout urination and 
for a while after it. He noticed hematuria only 
once, nine months before admission. The fre- 
quency and dysuria had increased during the 
past three weeks until he seemed to have to 
urinate all the time. He lost much sleep. 
Urgency had become marked. The amount of 
urine passed had been growing smaller. Be- 
fore the onset of the illness he weighed 195 
pounds, He now weighed 170. 

The family history is not significant. 

He had always been very well. He had some 
gas, and on defecation some pain and blood. 
He had hemorrhoids. 


Clinical examination showed a well nourished | 974 
man. Tonsils enlarged and reddened, with ex- 


udate. Anterior and posterior cervical glands, 


axillary and inguinal glands enlarged, none 
larger than a pea. Heart enlarged to the left; 
left border of dullness 4 centimeters outside the 
micclavicular line, right border not made out. 
No murmurs. Blood pressure 155/85. Lungs 
uormal. Abdomen rounded. A slightly tender 
mass in the lower abdominal midline reaching 
nearly to the umbilicus. Both inguinal rings 
relaxed. Rectal examination showed hemor- 
rhoids. Prostate six or seven times the normal 
size, smooth, regular, normal in consistency. 
Several small pigmented areas on the skin over 
the shins. Pupils and reflexes normal. 

Renal function November 25: appearance 
time 14 minutes, first hour 12 per cent, second 
hour 10 per cent. Non-protein nitrogen 58 
milligrams. Wassermann negative. | 

X-ray of the urinary tract showed no evidence 
of metastases in the lumbar vertebrae, ‘the pel- 
vis, the skull or the chest. The kidney outlines 
appeared a little large on both sides. The heart 
shadow was enlarged. (See diagram.) The 
greatest prominence was in the region of the 
left ventricle, which was blunted. There was 


—— 15.6—_ 
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tortuosity of the aorta, suggesting hypertension 
and arteriosclerosis. 

The patient was put upon constant drainage.* 
November 26 cystoscopy was done, and Novem- 
ber 27 operation. 


Discussion 
BY CHANNING S. SWAN, M.D. 


Having operated upon this case and thereby 
knowing the diagnoses, I will discuss the clini- 
eal record not with the idea of making a diag- 
nosis, but with the idea of correlating all the 
main findings to the one chief disease, i.e., benign 
prostatic hypertrophy. 


Frequency and dysuria can of course be 
caused by a multitude of pathologic entities, 
but in a man of sixty-six years an obstructing 
prostate is the first thing to be considered. Even 
if rectal examination fails to reveal an increase 
in prostatic tissue the enlargement may well be 
localized either intravesically or intraurethrally 
and thus only be discovered by cystourethro- 
scopic examination. Simple catheterization with 
the finding of residual urine is naturally strong 
presumptive evidence, but as there are other 


*Unfortunately the record does not state that this constant 

nage was preceded. by a gradual emptying (not a sudden 
emptying) of the bladder. As gradual emptying is the estab- 
lished rule of the service in cases like this, we may assume 
that it was carried out here, especially as the results are appar- 
ently good. 
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causes than an obstructing prostate for this 
finding the actual inspection of the bladder and 
posterior urethra are quite essential in making 
an accurate diagnosis. 


The patient confesses to four years of grad- 
ually increasing frequency. What a common 
and unfortunate length of ‘‘present illness’’! 
Frequenzy is the most usual first symptom of 
prostatic obstruction. Earlier and repeated in- 
vestigation and evaluation of the local (residual) 
and general condition (heart, blood pressure and 
non-protein nitrogen) would undoubtedly bring 
a larger percentage of these patients safely to 
prostatectomy. The greatest mortality in pros- 
tatic obstruction is among those unfortunates 
who neglect their condition so long they die be- 
fore they can be gotten into shape for prostat- 
ectomy. In those who reach the standards con- 
sidered safe for prostatectomy the mortality is 
not over four to ten per cent. 


Pain in the penis and bladder before and 
during urination are typical local symptoms of 
prostatic hypertrophy, especially when associ- 
ated with stone. Hematuria occurs in about 25 
per cent of these benign cases, more often than 
in the malignant cases, contrary to general opin- 
ion. Loss of sleep, urgency, and the pain as- 
sociated with it wear down the patient’s gen- 
eral condition, as shown in one way here by the 
loss of twenty-five pounds of weight. 


The physical examination reveals various gen- 
eral and local conditions common to patients 
with prostatic obstruction. One of the most 
important factors in prostatism is the condition 
of the circulation as shown by the cardiac ex- 
amination and the blood pressure. Chronic 
myocarditis and hypertension are present more 
often than not. In this case cardiac X-ray and 
cardiac consultation were obtained, the patient’s 
bladder ‘‘decompressed’’, and digitalization ef- 
fected to safeguard the circulatory factor. The 
renal function is low and the blood N-P-N 
high: further evidences of back pressure with 
failure of proper elimination of waste products. 
Hemorrhoids and relaxed inguinal rings are 
often manifestations of long-standing urinary 
obstruction with the constant straining to empty 
the bladder. When these conditions are asso- 
ciated with prostatism operation on them should 
be postponed until the urinary obstruction is 
relieved. Otherwise recurrence is very likely. 

The abdominal tumor disappeared on gradual 
emptying of the bladder. In most eases of 
chronic retention with a residual of over 400 
cubie centimeters immediate and continuous 
bladder drainage is followed by more or less 
severe reaction. This may be renal (bleeding 
from kidneys), circulatory (rapid fall in blood 
pressure with associated anuria), or nervous 
(psychic disturbances). Prevention is by grad- 
ual ‘“‘decompression’’ of the bladder by any of 
the various recognized methods. In the absence 
of any of the pressure recording instruments a 


relatively safe method is to clamp off the cathe- 
ter after removal of 400 cubic centimeters of 
urine and then let out four or five ounces every 
hour until the bladder is empty. Simultaneous- 
ly, frequent blood pressure readings will check 
the safety of this rate of flow. 

Having established constant drainage of the 
bladder without any of the dire results enumer- 
ated above, and especially with a stabilized blood 
pressure, it is now considered safe to proceed 
with cystoscopy and at the same time, if con- 
venient, to do a bilateral vasoligation to prevent 
the occurrence of epididymitis. 


PRELIMINARY DIAGNOSIS NOVEMBER 26 


Vesical calculus. 
Benign prostatic hypertrophy. 


CYSTOSCOPY 


The bladder seemed intolerant, and there was 
rather marked cystitis throughout. There was 
moderate trabeculation. The musculature was 
increased. There was a stone the size of a wal- 
nut lying in the left side of the base of the 
bladder. The prostatic margin showed distinct 
clefts at 10 o’clock and at 4 o’clock. 


FurTHER DIScUssION 


Cystoscopy not only establishes our diagnosis 
but guides us in determining which type of 
operation is best to perform, i.e., one or two- 
stage suprapubic prostatectomy, perineal pros- 
tatectomy, or the punch operation. Naturally 
the patient’s general condition is the other big 
factor in determining this point. In this case 
the local findings of the stone, the large intra- 
vesical projection of the prostate, and the in- 
tolerance (irritabilitv) of the bladder made us 
decide on the two-stage suprapubic operation. 

The presence of stone in the bladder in cases 
of prostatism is not uncommon. The stagnant 
residual urine behind the obstruction is a fertile 
field for stone formation. Approximately one- 
fifth of the cases with hematuria as a symptom 


have a vesical calculus. This symptom with pain 


running to the head of the penis and marked 
urgency and tenesmus often associated with sud- 
den stoppage of the act of urination are pre- 
sumptive evidence of stone. It is rather sur- 


prising that the X-ray failed to show the stone 
in this ease. 


PRELIMINARY DIAGNOSIS NOVEMBER 27 
Benign prostate and vesical calculus. 
FIRST OPERATION 


Ethylene. A midline suprapubic incision was 
made over the bladder, previously distended 
with permanganate solution. The recti were 
separated and the peritoneum was pulled up 
over the bladder, which was opened at the dome. 
The bladder wall was thicker than normal. A 
stone the size of an olive was removed from 
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the bladder. The prostate projected in all 
quadrants. A large De Pezzer catheter to the 
bladder and the bladder wound closed around 
this. A cigarette wick to the prevesical space. 


FURTHER HISTORY 


After the operation the non-protein nitrogen 
came down, reaching 49 on December 3 and 30 
on December 8. The kidney function on Decem- 
ber 8 was 35 for the first hour and 15 for the 
second hour. 

December 11 a second operation was done. 


FurtHer Discussion 


Following the removal of the stone and the 
establishment of suprapubic drainage the pa- 
tient rapidly reached the standards required for 
prostatectomy. These standards are: 


(1) Non-protein nitrogen below 40 milli- 
grams per 100 cubic centimeters of blood. 

(2) Intravenous two-hour phthalein test of 
renal function above 40 per cent with appear- 
ance time under ten minutes. 

(3) A stabilized blood pressure. 

(4) A myocardium that will withstand the 
extra burden and shock of operation. (In ques- 
tionable cases a cardiac consultant should make 
the decision. ) 

(5) Absence of fever unless due to prostatic 
abscess. 


(6) Your judgment of the patient’s gen- 
eral resistance. (This is not measurable in 
terms of accurate clinical data and is based sole- 
ly on experience in dealing with this type of 
patient. ) 


There is usually a distinct parallelism between 
a high phthalein and a low blood nitrogen. As 
the former goes up the latter goes down. Of 
the two, however, the nitrogen retention test 
is by far the more valuable. Even if the 
phthalein is low the patient may survive opera- 
tion if the non-protein nitrogen is normal. But 
to go ahead with a high non-protein nitrogen 
even if the function test is reasonably good is 
very liable to be disastrous. 


SECOND OPERATION 


Ethylene. The sinus from the previous opera- 
tion was dilated enough to admit a finger. 
Enucleation was begun left anterior. Both 
lateral lobes were readily enucleated with a 
finger in the rectum. Because of the narrow 
sinus there was some difficulty in removing the 
enucleated lobes from the prostatic cavity and 
the bladder. Both were removed with lobe for- 
ceps. On investigation the median lobe was 
found to be still present. This was then 
enucleated with slight difficulty, it being quite 
adherent posteriorly. This was removed from 
the bladder with forceps, as the previous pieces 
had been. 

Examination now showed the prostatic cavity 
to be empty. A Hagner bag was placed in the 
prostatic cavity: The old scar edges were fresh- 
ened. The wound was closed around a drain- 
age tube. 


FURTHER HISTORY 


The patient made an uneventful convalescence. 
On December 28 he was discharged with the 
wound granulating and a residual of only one 
ounce. 


\ 


CLOSING REMARKS 


That this patient, even after the long history 
of prostatism, went through his preliminary 
drainage without reaction and reached the 
standards set for prostatectomy so quickly can 
best be explained by the fact that his circulation 
was exceptionally good despite the increasing 
tax put upon it for four years. Though the 
heart was enlarged, it was compensatory, not 
decompensatory. His uneventful postoperative 
convalescence is further evidence of the strength 
in this case of that very important factor in 
prostatism, the circulation. 


DIAGNOSES 


Obstructing prostate. 
Vesical calculus. 
Chronic myocarditis. 
Hemorrhoids. 

Relaxed inguinal rings. 
Chronic tonsillitis. 
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RECENT CONTRIBUTIONS OF PATHOL- 


OGY TO OUR KNOWLEDGE OF INSULIN | ; 


PRODUCTION 


THE past two years have seen a remarkable 
growth in strength of the position of the insular 
theory due to not only physiological experi- 
ments but observation of the striking experi- 
ments performed in man by nature in producing 
pancreatic pathology. 

The first case was that of Wilder’ at the Mayo 
Clinic, a ease of steadily increasing hypogly- 
cemia with symptoms of insulin shock which 
could be cured or prevented by eating frequently 
or taking sweet drinks. Exploratory operation 
showed a mass in the pancreas with liver 
metastases. At autopsy a carcinoma of island 
cell type was found and metastases to liver and 
lymph nodes of the same highly specialized 
tumor cells. Even from the liver metastases 
insulin could be obtained. 

An adenoma of the pancreas, 0 island cell 
type, was found by McClenahan and Norris? in 
a post mortem examination in a case admitted 


to the hospital in coma with a perementty low 
blood sugar. 


Still another case again found at autopsy was 
a low grade carcinoma of the island cells re- 
ported by Thalheimer and Murphy.* In this 
case there had been a history of 214 years of 
hypoglycemic symptoms. 

These three cases are perhaps the best evi- 
dence that we have in man that the island cells 
are the source of insulin. Of course the possible 
origin of some insulin from other cells cannot be 
ruled out, but the outstanding importance of 
the islands for this function is emphasized in no 
uncertain fashion. 
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—r of Langerhans with associated hypoglycemia. Am, 
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3 Yhalatuner, W.,-and Murphy, . D.: Carcinoma of the 
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THE OFFICE OF SURGEON GENERAL 


DuRIN@ its entire existence the United States 
Public Health Service has had only five sur- 
geons general. Though dating from 1798, when 
Congress first authorized medical relief for 
merchant seamen, the Marine Hospital Service, 
now the Public Health Service, was not definitely 
organized until 1870. By an act of June 29, 
1870 Congress authorized the appointment of a 
supervising surgeon for the Service at a salary 
of $2000 a year, and this office was first filled in 
April, 1871 by the appointment of John M. 
Woodworth, a former medical officer of the 
army.* 

Supervising Surgeon Woodworth held his of- 
fice until his death in 1879. In 1875 an appro- 
priation act had changed his title to ‘‘Supervis- 
ing Surgeon General,’’ which remained in force 
until after 1900, when the ‘‘supervising’’ was 
dropped. Dr. J. B. Hamilton became the head 
of the Service in 1879, but resigned in 1891 and 
became a surgeon. He was succeeded by Dr. 
Walter Wyman, who served in the position for 
twenty years, until his death in 1911. The 
fourth Surgeon General, Dr. Rupert Blue, was 
not reappointed after the expiration of his sec- 
ond term in 1920 and is now an assistant sur- 
geon general-at-large. 

The present Surgeon General of the United 
States Public Health Service, Dr. Hugh S. 
Cumming, is now serving the second year of his 
third term. Dr. Cumming entered the Public 
Health Service in 1894 and after serving in the 
various grades became Surgeon General in 1921. 
He was reappointed in 1924 and again in 1928, 
in recognition of able and satisfactory service. 

While secure tenure of office for efficient 
health officials is most desirable, the question 
has, however, been raised as to whether it is the 
best policy to retain any one officer for too long 


1Tobey, J. A.: The National Government and Public gto 
Johns Hopkins Press. 1926, 
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a period as Surgeon General of the Public 
Health Service, based on the fact that approxi- 
mately 200 physicians have been commissioned in 
this service, and have achieved distinction in it 
and who seem to be entitled to their chances for 
appointment to its highest office. Seven or 
eight of them may attain the rank of assistant 
surgeon general by appointment as chief of one 
of the administrative divisions of the bureau, 
and there are also several assistant surgeons 
general-at-large. For the remainder, the grade 
of senior surgeon, corresponding to a lieutenant 
coloneley in the army, is the most that can be 
achieved and even this grade is somewhat lim- 
ited in numbers. 

Although the surgeon general of the army, 
Major General M. W. Ireland, is also now serv- 
ing his third term and the last surgeon general 
of the Navy, Rear Admiral E. R. Stitt, held of- 
fice from 1920 to 1928, there are many who be- 
lieve that the office of surgeon general in the 
Public Health Serviée is one which should be 
rotated, so that more than one capable and de- 
serving officer should be eligible to the honor 
every four years. Their arguments have not 
ineluded reflection on any of the highly com- 
petent incumbents. It is, however, a policy to 
which some students of public problems are 
committed. 

We are not inclined to endorse these views as 
presented. It is impossible to find places in 
public positions for all who can discharge the 
duties with distinction. Fortunately we have 
in this country a great many ‘persons capable of 
dealing with specific problems in the various 
departments of the government but the succes- 
sive appointment of one after another would 
not, other things being equal, add to efficiency. 

Changes in the personnel of industrial groups 
have usually been found to be detrimental ex- 
cept when lack of efficiency has been evident. 
This often seems to be also true in public serv- 
ice. If an organization has broken down by all 
means have a change, but if well conducted we 
hold to the principle that a capable official 
should be continued in office until a better ex- 
ecutive is available. 

If the Surgeon General is not the best man 
for his job the better man should be appointed, 
but to adopt the policy of rotation without pros- 
pect of betterment of administration seems to us 
unfair to the official and the public. 


SEPTIC SORE THROAT AGAIN 


Reports have been published to the effect that 
a milk dealer in Charlton, Mass., contracted 
septic sore throat and died in the Worcester 
City Hospital. Two other deaths have occurred 
among the customers of this dealer and eighty- 
three have been ill. 

The agent of the Charlton Board of Health is 
quoted as stating that the entire milk supply 
of the dealer’s herd has been destroyed. 


The customers of this dealer are now having 
pasteurized milk. 

The agent of the Board of Health of Charlton 
reports that the milk supply of Charlton dealers 
is now suitable for distribution although it is 
not all pasteurized. 

Here is the significant question: How does 
any one know that a milk supply of today is 
safe to use a week hence? Although it may have 
an approved bacterial count and standard fat 
and other constituents, the milker or the cow 
may be infected after examination and the milk 
may be dangerous for consumption. Streptococci 
do not announce their presence by public procla- 
mation. It is the victim who sounds the warn- 
ing. Better use pasteurized milk all the time 
and not wait for the public alarm to be sounded. 


A SENSATIONAL DENOUNCEMENT 
OF ETHER 


THE Boston Transcript in a ‘‘Special’’ from 
Ann Arbor, Michigan, quotes Dr. Hugh Cabot 
as characterizing ether as ‘‘the most dangerous 
anesthetic in Modern Surgery’’. He further 
claims that ‘‘if it were possible to trace casu- 
alties to the use of ether, it would have been 
found to have killed more people than any of the 
other three anesthetics commonly used: chloro- 
form, nitrous oxide or ethylene.’’ 

He asserts that less than 10 per cent. of the 
deaths which could be traced to ether were ever 
published. His explanation is that the lethal 
effects of ether are delayed beyond the time 
when deaths would be generally acknowledged 
as due to this agent. 

We are surprised at these statements. If Dr. 
Cabot has been correctly reported, the burden 
of proof is on his shoulders and if he does not 
take upon himself a campaign of education or 
institute an investigation which will carry con- 
viction, many surgeons will continue to employ 
ether in certain operative fields. If ether is as 
dangerous as is claimed by Dr. Cabot, everybody 
should know the truth and ether be replaced by 
safer anesthetics. 

A great surgeon occupying a position in a 
State University has facilities for prosecuting 
investigations. Here is an opportunity to bring 


about a great reform if Dr. Cabot’s ideas are 
correct. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Buum_Er, Honorary M.A. Yale, 1907. 
M.D. Cooper Medical College, San Francisco, 
1921. David P. Smith Clinical Professor of 
Medicine, Yale University. His subject is: 
“The Medical Aspects of Large Bowel Affec- 


tions.’’ Page 66. Address: 195 Church 
Street, New Haven. Conn. 
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Lampson, Epwarp R. A.B., M.D. Columbia 
University College of Physicians and Surgeons, 
1896. F.A.C.S. Attending Surgeon, Hartford 
Hospital. Consulting Surgeon, New Britain 
General Hospital, New Britain, Conn.; Middle- 
sex Hospital, Middletown, Conn., and Manches- 
ter Memorial Hospital, Manchester, Conn. His 
subject is: ‘‘Surgical Diseases of the Colon.”’ 
Page 69. Address: 179 Allyn Street, Hartford, 
Conn. 


Verpi, WinuiaAM F. M.A., D.S.M., M.D. Yale 
University School of Medicine, 1894. F.A.C.S. 
Clinical Professor of Surgery, Yale University 
School of Medicine. . Chief Surgeon, Hospital 
of St. Raphael. Attending Surgeon, New Haven 
Hospital. Consulting Surgeon, St. Vincent’s 
Hospital, Bridgeport; St. Mary’s Hospital, 
Waterbury; Middlesex Hospital, Middletown ; 
Grace Hospital, New Haven; Griffin Hospital, 
Derby. His subject is: ‘‘Surgical Aspects of 
Large Bowel Affections.’’ Page 75. Address: 
27 Elm Street, New Haven, Conn. 


Wiuuiams, Linsty R. A.B., A.M., M.D. Co- 
lumbia, 1899. President and former Managing 
Director, National Tuberculosis Association. 
Managing Director, New York Academy of Med- 
icine. Address: 130 E. 67 Street, New York 
City. Associated with him is: 

Hitt, Auic—e M. A.B. Vassar College, 1913. 
Statistical Field Secretary, National Tubercu- 
losis Association. Address: 370 Seventh Ave- 
nue, New York City. Their subject is: ‘‘A 
Study of What Tuberculosis Patients Experi- 
ence Prior to Their Admission to a Sanatorium.”’ 
Page 82. 


MISCELLANY 


REPRESENTATIVES TO THE INTERNATIONAL 
SURGEONS CONGRESS 


Several well-known surgeons sailed a few days ago 
on the French liner France to attend the Congress 
of Surgeons to be held in Warsaw, Poland. 

The following named surgeons were in this group: 
Dr. Daniel F. Jones of Boston, Dr. John H. Gibbon, 
Dr. John H. Jopson, Dr. A. P. C. Ashurst and Dr. 
Edward T. Crossan, all of Philadelphia. 


THE TREATMENT OF ABNORMAL BLOOD 
PRESSURE 


The Public Health Service has issued a synopsis 
of the essential features employed in dealing with 
high blood pressure. 

After explaining the mechanics of blood pressure 
the usual causes of abnormal pressures are set forth 
and the importance of careful attention to hygiene 
especially described. 


One rather broad statement to the effect that a blood 


pressure below two hundred is not dangerous, other’ 


things being without significance, appears in the 
article. 

We are inclined to feel that the average person 
who has an elevated blood pressure is inclined to be 
introspective and entertain morbid fears unless great 
care is taken to prevent constant dwelling on this 
condition. 


DRAMATIC ANNOUNCEMENT OF $150,000 GIFT 
TO COMPLETE PAYMENTS FOR THE NEURO- 
LOGICAL INSTITUTE BUILDING AT THE MED- 
ICAL CENTER CLEARS FIELD FOR $2,000,000 
RESEARCH PROGRAM 


A joint meeting of the Trustees and Medical 
Board of the Neurological Institute of New York 
was called last week to discuss raising the final 
$150,000 necessary to complete the payments on 
their new building. 

At the opening of the meeting it was announced 
that an anonymous donor had subscribed the entire 
$150,000 in order to “clear the field” for the estab- 
lishment of a $3,000,000 research endowment fund. 

Immediate approval was given by the Trustees 
to a comprehensive research program which had 
been nearly a year in preparation, in which some 
fifty-nine members of the medical staff of the In- 
stitute are to participate. The Cause and cure of 
sleeping sickness, epilepsy, and a long list of other 
mental and nervous diseases are to be investigated. 
A special investigation of the organic brain changes 
in early life leading to maladjustment, delinquency 
and criminal tendencies, was also approved. 

The work of all of these research workers, which 
embraces some sixty-five different lines in the field 
of neurology and psychiatry, is to be co-érdinated 
by a committee consisting of Dr. Frederick Tilney, 


Chairman, Dr. Charles Elsberg, and Dr. Walter 
Timme. 


Drs. Tilney, Zabriskie, and Timme are to direct 
the special investigation dealing with problems of 
maladjustment, delinquency and criminal tendencies. 

As part of the research program the Board au- 
thorized the publication of a scientific journal for 
workers in the field of neurology and psychiatry, 
and for scientific workers in allied fields, including 
members of the legal profession. 


A campaign for $2,000,000 to endow this research 


| program has been launched. 


WEEKLY HEALTH INDEX 
*SUMMARY 


Telegraphic returns from 62 cities with a total 
population of twenty-nine million for the week end- 
ing June 15, indicate a mortality rate of 12.0 as 
against 12.2 for the corresponding week of last year. 
The highest rate (20.6) appears for Nashville, Tenn., 
and the lowest (6.6) for Somerville, Mass. The 
highest infant mortality rate (135) appears for At- 
lanta, Ga., and the lowest for Duluth, Minn., Erie, 
Pa., New Bedford, Mass., Paterson, N. J., and 
Wilmington, Del., which reported no infant mortality. 

The annual rate for 62 cities is 14.8 for the twenty- 


four weeks of 1929, as against a rate of 14.2 for the 
corresponding weeks of 1928. 
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MAINE MORTALITY STATISTICS: 1928 


Washington, D. C., June 25, 1929.—The Depart- 
ment of Commerce announces that the 1928 death 
rate for Maine was 1,384.3 per 100,000 population as 
compared with 1,381.8 in 1927. 

The principal increases in rates (per 100,000 popu- 
lation) from those of the preceding year were from: 
nephritis (103.3 to 110.3), diseases of the heart 
(260.5 to 264.8), cerebral hemorrhage and softening 
(140.4 to 142.6), and diabetes mellitus (21.3 to 24.8). 
The death rate from all accidental causes increased 
from 68.9 to 80.3, the individual type of accident 
showing the greatest increase being accidental 
drowning (8.6 to 14.3). 

Significant decreases in rates from 1927 to 1928 
were those from: cancer (137.2 to 134.5), tubercu- 
losis, all forms (68.3 to 60.3), diarrhea and enteritis, 
under 2 years (18.7 to 15.0), scarlet fever (4.5 to 2.1), 
whooping cough (9.5 to 6.8), measles (10.1 to 4.8), 
and influenza (38.6 to 35.0). 


VESSELS IN BORDER TRADE EXEMPT FROM 
HEALTH LAW 


The Surgeon General of the Public Health Service, 
Treasury Department, in a letter dated June 10, 1929, 
calls attention to the fact that under the Act of Con- 
gress approved February 7, 1925, amending Section 2 
of the Act of Congress approved February 15, 1893, 
as amended by the Act of Congress approved Febru- 
ary 27, 1921, consular bills of health are not required 
for vessels operating exclusively in trade between 
foreign ports on or near the northern frontier of the 
United States, nor are Canadian bills of health re- 
quired in lieu thereof. 

Neither American consular bills of health nor 
Canadian bills of health, therefore, are required for 
vessels arriving at any port in the United States di- 
rect from any port in Canada or Newfoundland. 
U. 8. Daily. 


$2,000,000 RESEARCH INTO MENTAL ILLS 


The Neurological Institute of New York city plans 
to start a $2,000,000 investigation into psychiatry and 
neurology, conducting research as to the cause and 
cure of mental disorders and tracing their relation 
to crime. Fifty-nine specialists in the neurological 
field have been selected to make the survey along 
sixty-five different lines. A journal giving results 

of this research will be published.—Boston Transcript. 


CORRESPONDENCE 


AMENDMENTS TO THE WORKMEN’S 
COMPENSATION ACT 


The Commonwealth of Massachusetts 
Department of Industrial Accidents 
State House, Boston 


June 29, 1929. 


Editor, New ENGLAND JOURNAL OF MEDICINE: 
There have been three important amendments to 
the Workmen’s Compensation Act this last year. 


Chapter 242 affects physicians particularly and 
goes into effect on July 16, 1929. 

Chapter 246 went into effect April 22, 1929 and 
Chapter 326 goes into effect August 14, 1929. 

I am sending you copies of the amendments with 
this. 
_ With best wishes, I remain 

Yours very truly, 
Francis D. DoNoGHUE, M.D., 
Medical Adviser. 


CHAPTER 326 


AN Act Relative to the Recovery of Damages for 
Injuries to Employees of Persons Insured under the 
Workmen’s Compensation Laws Caused under Cir- 
cumstances Creating a Legal Liability in Some Per- 
son Other than the Insured. 


Be it enacted, etc., as follows: 


SecTIoN 1. Chapter one hundred and fifty-two of 


the General Laws is hereby amended by striking out 
section fifteen and inserting in place thereof the fol- 
lowing :— 

Section 15. Where the injury for which compensa- 
tion is payable was caused under circumstances creat- 
ing a legal liability in some person other than the 
insured to pay damages in respect thereof, the em- 
ployee may at his option proceed either at law against 
that person to recover damages or against the in- 
surer for compensation under this chapter, but not 
against both. If compensation be paid under this 


chapter, the insurer may enforce, in the name of | 


the employee or in its own name and for its own 
benefit, the liability of such other person; and in case 
the insurer recovers a sum greater than that paid by 
it to the employee, four fifths of the excess shall be 
paid to the employee; but the insurer shall not make 
any settlement by agreement with such other person 
without the approval of the industrial accident board. 
An employee shall not be held to have exercised his 
option under this section to proceed at law if, at any 
time prior to trial of an action at law brought by 
him against such other person, he shall, after notice 
to the insurer, discontinue such action, provided that 
upon payment of compensation following such dis- 
continuance the insurer shall not have lost its right 
to enforce the liability of such other person as herein- 
before provided. 


Section 2. Section forty-one of said chapter one 
hundred and fifty-two is hereby amended by adding 


‘thereto the following:—, or, in case an action against 


a third person is discontinued as provided in section 
fifteen, within thirty days after such discontinu- 
ance,—so as to read as follows:— 

Section 41. No proceedings for compensation for 
an injury shall be maintained unless a notice there- 
of shall have been given to the insurer or insured as 
soon as practicable after the happening thereof, and 
unless the claim for compensation with respect to 
such injury has been made within six months after 
its occurrence, or, in case of the death of the em- 
ployee, or in the event of his physical or mental in- 
capacity, within six months after death or the re- 
moval of such incapacity, or, in case an action 
against a third person is discontinued as provided 
in section fifteen, within thirty days after such dis- 
continuance. 


Approved May 17, 1929. 
In effect August 14, 1929. 
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CHAPTER 242 
The Commonwealth of Massachusetts 


In the Year One Thousand Nine Hundred and 
Twenty-nine 


An Act Relative to the Fees of Physicians ap- 
pearing before the Department of Industrial Acci- 
dents on behalf of Injured Employees in certain 
Cases. 


Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: Chapter one hun- 
dred and fifty-two of the General Laws is hereby 
amended by inserting after section nine the follow- 
ing new section:— Section 9 A. Whenever a medi- 
cal question is in dispute in any case, and an im- 
partial physician has not, prior to seven days be- 
fore the date assigned for hearing thereon, been ap- 
pointed by the department or a member thereof, the 
employee may engage his own physician to appear 
and testify in his behalf and, if the decision of the 
single member or of the department is in favor of 
the employee, a reasonable fee shall be allowed by 
the member or by the department for such physi- 
cian’s services and shall be added to the amount 
awarded to the employee and be paid by the insurer 
under the provisions of this chapter. 


House of Representatives, April 15, 1929. 


Passed to be enacted, Leverett Saltonstall, Speak- 
er. 


In Senate, April 16, 1929. 
Passed to be enacted, Gaspar G. Bacon, President. 


April 18, 1929. 
Approved. 
In effect July 16, 1929. 


CHAPTER 246 
The Commonwealth of Massachusetts 


In the Year One Thousand Nine Hundred and 
Twenty-nine 


An Act Relative to Practice and Procedure under 
the Workmen’s Compensation Law. 

Whereas, The deferred operation of this act would 
in part, defeat its purpose, therefore it is hereby de- 
clared to be an emergency law, necessary for the 
immediate preservation of the public convenience. 

Be it enacted by the Senate and House of Rep- 
resentatives in General Court assembled, and by the 
authority of the same, as follows: Section twelve 
of chapter one hundred and fifty-two of the General 
Laws is hereby amended by adding at the end thereof 
the following new paragraph:—When in any case 
before the board there appears of record a finding 
that the employee is entitled to compensation, no 
subsequent finding by the board or by a member 
thereof discontinuing compensation on the ground 
that the employee’s incapacity has ceased shall be 
considered final as a matter of fact or res judicata 
as a matter of law, and such employee or his depend- 
ents, in the event of his death, may have further 
hearings as to whether his incapacity or death is 
or was the result of the injuries for which he re- 
ceived compensation; provided, that if the board shall 


determine that the petition for such a rehearing is 
without merit and frivolous, the employee or his 
dependents shall not thereafter be entitled to file 
any subsequent petition therefor except for cause 
shown and in the discretion of the member to whom 
such subsequent petition may be referred, and that, 
in the event of the death of the employee, such a peti- 
tion for a rehearing shall be filed within three months 
from the time of his decease and within one year 
from the date of the finding terminating his compen- 
sation. 


House of Representatives, April 11, 1929. 

Preamble adopted, Leverett Saltonstall, — 

In Senate, April 15, 1929. 

Preamble adopted, Gaspar G. Bacon, President. 

House of Representatives, April 16, 1929. 

Bill passed to be enacted, Leverett Saltonstall, 
Speaker. 

In Senate, April 17, 1929. 

Bill passed to be enacted, Gaspar G. Bacon, Presi- 
dent. 

April 22, 1929. 

Approved. 

In effect April 22, 1929. 


THE ERGOT CONTROVERSY 


The Journal 
of the 

American Association for Medico-Physical Research 

E. M. Perdue, M.D., Editor 

31st and Main Streets 
Kansas City, Mo. 
July 2, 1929. 

The Editor 
The NEw ENGLAND JOURNAL OF MEDICINE. 
Dear Doctor :— 


I have just read your editorial “The Ergot Contro- 
versy” in your JOURNAL of June 27. 


It is refreshing to note that you have waked up 
to conditions. How could you remain quiescent for 
so long? 


But you seem to stumble over Mr. Ambruster’s pos- 
sible personal or financial interests in the “controver- 
sy”. What does it matter if his interests are mer- 
cenary, utilitarian, or purely altruistic or humani- 
tarian? Motives will not change the character . of 
the putrid, inert ergot. Mr. Ambruster has been tell- 
ing the truth for some time, but he might as well 
have bayed the moon, as far as the attention of or- 
ganized medicine and the Journal of the A. M. A. is 
concerned. 

Of ‘course the controversy is “one sided”. There 
can be only one side to such matters, that is the side 
of suffering humanity. The graft of the importers* 
does not present a side that is even persuasive when 
it comes to popular appeal. 

Mr. Ambruster has stated his position fully and 
clearly. His publications told that he was an import- 
er, that his financial interests caused him to look into 
the matter. He inquired to determine the ring within 
the Departments of the Government and the A. M. A, 


*Two words deleted. 
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He discovered it and then ‘purposed to expose it. 
He attempted to appeal to the professional ideals 
of physicians and to their humanities. He found 
that in organized medicine these supposed attributes 
were entirely wanting. This to him was unexpected 
and disappointing. However, he seems to be getting 
a hearing outside the profession. It is to be hoped 
that he is able to go to the bottom of the matter. 
I can assure him and you that the deeper the probe, 
the greater the stench. 
Fraternally, 
E. M. PERDUE. 


Epiror1iAL NotE—We do not endorse the statement 
of a “ring” within the Departments of the Govern- 
ment and the A. M. A. without some further evidence. 


THE GENERAL PRACTITIONER AND THE 
SPECIALIST 


July 1, 1929. 
Editor, The NEw ENGLAND JOURNAL OF MEDICINE: 


In the J. A. M. A. Dee. 1, 1928, Dr. Harris of Chi- 
cago, under the heading, “The general practitioner 
in the medical scheme” touches on many phases of 
the medical practitioner. This worthy Doctor thinks, 
that the over production of specialists is due to some 
faulty professors suggesting an idea to the medical 
student that the science of medicine is so extensive 
that no person can hope to compass the subject. 
While there may be some truth in that statement, 
it is only a symptom or a result of some big factor 
or disease with which the medical profession will 
sooner or later have to reckon. 


The progress of medical practice is changing as 
time goes on; a medical text book written fifty years 
ago will not give much information to the up-to-date 
physician with respect to the treatment of diseases 
in 1929. 

Our hospitals and dispensaries are not considered 
any more as charity institutions for they are giving 
medical aid to rich as well as poor. They are the 
institutions of the people. The average practitioner 
finds himself in a queer predicament. While we are 
still living under the form of private practice to a 
large degree the medical profession sees the danger 
of state socialism in medicine. Under this economic 
strife many average practitioners are becoming pre- 
mature or pseudo specialists. In one part of the 
city he is a general practitioner and in another part 
of the same city a heart or some other specialist. 


I do not think that the fault lies with medical 
schools or professors as our worthy Doctor wants us 
to believe but it lies with the medical profession it- 
self. To attend an out-patient clinic should not be 
considered a privilege but a duty incumbent on every 
practitioner of medicine. However it is easier for 
any millionaire of Boston to obtain free medical aid 
in any clinic or dispensary than for the average 
physician to give his free service in those clinics. 
The study of medicine should not end on the com- 
mencement night on receiving a medical diploma. 
The real student of medicine studies his entire life 
by attending clinics, hospitals, reading up-to-date 
medical literature and study of private cases. 

If I had my way I would open wide the doors of 


every clinic, dispensary and hospital to every practi- 
tioner who wants to learn and study by giving free 
service. This would help greatly to increase the 
number of broad minded good physicians and also 
better specialists. 

Do not blame the lay person for looking for a 
specialist for his ordinary sore throat; he is given 
the impression by the medical profession that the 
average practitioner is only a mere physician who 
understands just a little about every disease. 

Dr. Harris in the last part of his article tries to 
solve the problem by advising the establishment of 
Community medical centers. I fail to see how this 
will solve the question of over production of special- 
ists. 

I do believe that the medical organizations of 
County, State and Country should organize economic- 
ally the same as they are now organized to raise the 
standard of medicine. 

Roosevelt once said “that in order to have a 
healthy soul one must have a healthy body”. Why 
organize Community medical centers to care for am- 
bulatory cases? Why can’t they be taken care of in 
the present up-to-date clinics already in existence? 
The remedy will not come through new hospitals and 
clinics but by having the present reputable hospital 
fully controlled by the profession. 

Yes! I hope to see the day when the Board of 
Trustees of any worthy hospital will not include the 
name of a banker, lawyer, or any other layman. 
Bankers rarely choose a physician on their board, 
why should a hospital always have a banker or a 
lawyer on the board of trustees. I do believe that 
physicians who work in clinics should be free human 
beings to express their private opinions and take part 
in the affairs and the management of those clinics or 
hospitals. The torch of truth is an arch enemy of 
physical or mental slavery. Science has never thriven 
under the chains of slavery. 

The medical profession needs Unity on the eco- 
nomic field as on the medical field. 

Only a few months ago a bill was introduced in the 
state legislature “To establish vaccination in the 
private schools.” How many physicians were there 
in the State House to see that the bill should be- 
come a law? How many physicians know about this 
bill? Vaccination against smallpox has been more 
than proven as a measufe to save human lives from 
untimely graves. I ask every reader of these lines 
why has this bill failed? The enemies of medical 
science (Christian nonsense) have been there and 
successfully convinced the lay legislature of the 
philosophy of their cult. Where were the medical 
men of Greater Boston? The answer is this:—there 
is no Unity in the medical profession. We have 
chronic knockers in our midst who are always criti- 
cizing other fellow practitioners before our patients 
or so-called friends. The medical organization is 
trying its very best to raise the standard of medicine 
but the cults are thriving where our physicians 
among themselves are disparaging oye another. 

My remedy is not reforming or a patch making 
scheme but a complete radical operation; there must 
be real Unity among the rank and file of the physi- 
cians. The hospitals and dispensaries must open 
their doors to every well meaning reputable regis- 
tered physician. The hospitals and clinics must be 
controlled by the medical profession for study and 
the benefit of the people. 
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Medical men of the world Unite! You have nothing 
to lose but a whole world to gain for humanity. 
With greetings, 

WILLIAM FRANKMAN, M.D. 


RECENT DEATHS 


SULLIVAN—Dr. WILLIAM JosEPH SULLIVAN, a re- 
tired Fellow of the Massachusetts Medical Society, 
died at his residence in Lawrence, June 25, 1929, 
aged 69. He was a graduate of Bellevue Hospital 
Medical College in 1886 and settled in Lawrence 
three years later. 


SNOW—Dnkr. FREDERICK STEDMAN SNow, a graduate 
of Harvard Medical School in 1899 and a practitioner 
in Roxbury since that time, died at his home there 
July 2, 1929, aged 56 years. He was a Fellow of 
the Massachusetts Medical Society and of the Ameri- 
can Medical Association and belonged to the Shakes- 
peare Club of Roxbury and the Square and Compass 
Club of Boston. He is survived by his widow, who 
was Miss Amy Louise Brooks, and by a daughter 
and a son. 


TENNEY—Dr. JoHn ARTHUR TENNEY, a retired 
Fellow of the Massachusetts Medical Society, died 
at his home in Boston, July 2, 1929. He was a grad- 
uate of the Jefferson Medical College of Philadelphia 
in 1883 and joined the Massachusetts Medical So- 
ciety three years later. In 1921 his name was placed 
on the retired list. He practiced ophthalmology 


MAHONEY—Dr. MatrHew PatricK MAHONEY, of 
Lowell, committed suicide by shooting himself while 
driving his car in North Tewksbury, July 3, 1929. 
He had suffered a nervous breakdown about four 
months ago but left home apparently in good health 
and spirits just before the sad fatality. 
Dr. Mahoney, who was 45 years of age, was a 
graduate of Georgetown University in 1906 and of 
Harvard Medical School in 1910. The following year 
he settled in practice in Lowell, having served as 
interne at the Boston City Hospital, and joined the 
- Massachusetts Medical Society. During college life 
he was a member of the football team and during 
the World War he was in the Medical Corps. 
Dr. Mahoney is survived by his widow and one 
child. 


STIMSON—Dkr. JoHN Woopsury STIMSON, a Fellow 
of the Massachusetts Medical Society since 1880, 
who made his home in Lunenburg and had an office 
in Fitchburg, died at Templeton, July 3, 1929, at the 
age of 74. 

Dr. Stimson was born at Kittery, Me., October 1, 
1855, was graduated from Dartmouth Medical School 
in 1880 and settled in practice in Lunenburg. He 
was a councilor from the Worcester North District 


practice for 49 years. 


NEWS ITEMS 


BETH ISRAEL HOSPITAL HOUSE OFFICERS 
ALUMNI ASSOCIATION—The Beth Israel Hospital 
House Officers Alumni Association, recently organ- 


Medical Society from 1913 to 1916. He had been in| Grav 


oa met at the Beth Israel Hospital, on May 21, 
29. 
The Officers are as follows: 
. M. H. Joress—President. 
. A. Rudy—list Vice President. 
. B. Appel—2nd Vice President. 
. M. H. Bloomberg—Secretary. 
Ruth Weissman—Treasurer. 
. Charles Wilinsky, director of the hospital and 
an honorary. member of the association, addressed 
the group. 


DR. LEARY RESIGNS FROM TUFTS MEDICAL 
FACULTY 


To provide time for preparation and publication 
of a number of medical works, Medical Examiner 
Timothy Leary has tendered to the trustees of Tufts 
College his resignation as head of the pathology de- 
partment of the medical school, which post he has 
held thirty-two .years.—Boston Transcript. 


NOTICES 


REMOVALS 


Dr. M. J. Konikow announces the removal of his 
office to 497 Warren Street, Roxbury (between Wyo- 
ming and Wabon Streets). 


Dr. Naaman Steinberg has moved his office to 311 
Commonwealth Avenue, Boston. 

Dr. Ernest Springer has moved his office to 311 
Commonwealth Avenue, Boston. 


ASSIGNMENT OF TWO OFFICERS OF THE 
U. S. P. H. SERVICE 


Surgeon L. L. Williams of the U. S. P. H. Service 
has been ordered to proceed to Boston in connection 
with Mosquito Control work. 

Assistant Surgeon I. W. Steele has been assigned 
to duty at the U. S. Marine Hospital, Boston. 


RESIGNATION 


Surgeon Wade Hampton Frost resigned effective 
August 8, 1929. 


SOCIETY MEETINGS 


Sostem mber 27-28—New England Surgical Society. De- 
tailed notice appears on page 1227, issue of June 6. 

October 7-19—New York Academy of Medicine. Detailed 
notice appears on page 468, issue of February 28. 


DISTRICT MEDICAL SOCIETY 
Norfolk District Medical Society 


Schedule of meetings for the year 1929-1930. Invitations 
have been sent to the speakers and the list is true only 
on condition of their acceptance. 

October 29—Medfield State Hospital, Harding, Massa- 
chusetts. Papers by the Staff. 

November gg, oto Masonic Temple. Dr. Roger 
es, “Urology from the. Standpoint of the General 
Practitioner.”’ discussion. Medical discussion, 

January 27, 1930—Roxbury Masonic Temple. ‘‘Rece 
Advances in Diagnosis and Treatment of Syphilis.’ : 
Speaker to be announced. 

February 24, 1930—Roxbury Masonic Temple, 8:00. Dr. 
Edwin H. Place has been invited to read a paper and has 
been aap carte blanche in the selection of his subject. 

March 24, Temple. Dr. Burton 
E. Hamilton. Subject to announced 

May 6, 1930—Annual Meeting. 
nounced. 


Program to be an-. 
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November 7, 1929, and May 1, 1930, in the Roxbury Ma- 
sonic Temple, 171 Warren Street, Roxbury, at 4:00 P. M. 

Applications must be in the hands of the Secretary 
at ipaat one week previous to date of examination. 

i to inability to engage the Roxbury Masonic 
on the Tuesday of the month, such 
ings as will be held in the Roxbury Temple will be he 
Monday evenings as per the dates above. 

FRANK S. CRUICKSHANK, 
Secretary, Norfolk District Medical Society. 


BOOK REVIEW 


Handbuch der Anatomie Des Kindes. Edited by Drs. 
Kart Perer, GeorGE WETZEL, and FriepRick HEIDE- 
rich. J. F. Bergmann. Munchen, 1929. Volume 2, 
Second part. 


This section takes up the detailed anatomy of the 
ear, nose, skin and vascular system of the child. The 
section on the skin is peculiarly well done and beau- 
tifully illustrated. This forms a portion of a system 
of anatomy of the child, which, if the remaining parts 
measure up to the present, will be most valuable and 
one which no reference library can afford to be with- 
out. 


BOOKS RECEIVED FOR REVIEW 


L’Epilepsie Conceptions Actuelles sur Sa Patho- 
génie et Son Traitement by Ph. Pagniez. Published 
by Masson et Cie, Editeurs. 196 Pages. Price 26 fr. 


Otosclerosis, Volume I and II. Compiled under 
the Direction of the Committee on Otosclerosis, Amer- 
ican Otological Society. Published by Paul B. Hoe- 
ber, Inc. 684 Pages. Price $15.00 net. 


The Medical Department of the United States Army 
in the World War. Volume X, Neuropsychiatry. Pre- 
pared under the direction of Maj. Gen. M. W. Ire- 
land. Published by United States Government Print- 
ing Office. 543 Pages. 


Osteomyelitis and Compound Fractures and Other 
Infected Wounds by H. Winnett Orr. Published by 
C. V. Mosby Company. 208 Pages. Price $5.00. 


Principles and Practice of Electrocardiography by 
Carl J. Wiggers. Published by C. V. Mosby Company. 
226 Pages. Price $7.50. 


Clinical Laboratory Methods by Russell L. Haden. 
3rd Edition. Published by C. V. Mosby Company. 
-317 Pages. Price $5.00. 


Collected Papers of the Mayo Clinic and the Mayo 
Foundation, Volume XX. Edited by Mrs. M. H. Mel- 
lish, Richard M. Hewitt and Mildred A. Felker. Pub- 
lished by W. B. Saunders Company. 1197 Pages. 
Price $13.00. 


The Conquest of Cancer by Radium and Other 
Methods by Daniel T. Quigley. Published by F. A. 
Davis Company. 539 Pages. Price $6.00. 

The Physiology of Love by George M. Katsainos. 
Privately printed. 326 Pages. 

Surgical Clinics of North America, June, 1929. Pub- 
lished by W. B. Saunders Company. 792 Pages. 

Mechano-Therapy by Mary R. Mulliner. Published 
by Lea & Febiger. 265 Pages. Price $2.75. 

Bodily Changes in Pain, Hunger, Fear and Rage 
by Walter B. Cannon. Published by D. Appleton and 
Company. 404 Pages. Price $3.00. 


(Continued from page 91) 


Truck farming and the raising of forage contribute 
to the economic administration of the institution. 
With few exceptions, the lepers at Carville are con- 
tented with their lot. In comfortable quarters, with 
good food, excellent medical and surgical attention 
and nursing, and a diversity of amusements, these 
unfortunates, wards of the Government, are living 
their. lives without worry and in full realization of 
the fact that they are no longer a menace to the 
health and contentment of their fellow beings. 


Since the establishment of the home at Carville, 
about 800 lepers have been hospitalized. 


Of the total, 11.0 per cent. were of the nerve type, 
39.1 per cent. of the skin type, and 49.9 per cent. 
of the mixed type; 72.3 per cent. were in males and 
27.7 per cent. were in females. 


Leprosy respects neither caste nor creed. As 
many as 115 different occupations have been repre- 
sented. It has further appeared that the social status 
of the patients is a cross-section of the population 
as regards education, wealth, and culture. 


The average age at onset of the disease is estimated 
as 30.2 years; the average age on admission to the 
hospital was 36 years, with an average period of six 
years prior to admission, during which each patient 
may have been a menace to public health. 


In a group of 100 Louisiana lepers admitted to the 
Home more than 15 years ago, it has been disclosed 
from subsequent records that in 64 instances only 
one leper in the family developed the disease, while in 
the 36 other instances leprosy occured in 83 additional 
relatives. In some families the disease has invaded 
certain branches to the point of extermination. In- 
stances of familial transmission have also been noted 
in cases from other States than Louisiana. 

It has not invariably happened that the parent be- 
came infected before the child; indeed, the reverse 
frequently occurred. Intimate contact over a period 
of time extending into years has been concurrent in 
most instances of familial transmission; in many 
cases, multiple contacts also existed. 

The average duration of leprosy is computed as 
approximately 14 years. It appears that leprosy 
greatly shortens the life expectancy of the young, 
but has less effect on the life expectancy of the aged. 


Leprosy per se has been the cause of death in less 
than 20 per cent. of the lepers; respiratory, renal, and 
cardiac disorders indirectly dependent on leprosy 
have caused more than half the deaths. 

In the last 10 years, 53 lepers have been paroled 
and only one has suffered a relapse and been read- 
mitted. 


Appropriations totalling $900,000 have made pos- 
sible the completion of an institution with facilities 
for the care and treatment of 425 lepers. The pres- 
ent population of the hospital is 306, the number hav- 
ing gradually increased from 80 in 1921, and is sub- 
ject to fluctuations, due to death and paroles as well 
as admissions of new cases. 


Rigid segregation of all lepers in the United States 
is an ideal toward which the health authorities are 
lending every effort. The achievement of the ideal, 
however, will be at a considerable sacrifice, both 
social and economic.—U. 8S. Daily. 


